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HE spleen is unique in that it is a prominent 

and predominating factor in a very large 

number of blood dyscrasias and other 
pathologic processes and clinical entities. Its 
extensive role has produced during the past 
decade a most voluminous literature. In re- 
viewing this literature, it was found necessary 
to omit detailed reference to many isolated case 
reports, which though valuable from a statistical 
standpoint, were not essential to the purpose of 
this review. 

Historically, splenic surgery is of unusual 
interest (Krumbhaar, 78, Carstens, and others). 
The statement has been repeatedly made that 
in ancient times the spleen was removed from 
athletes to improve their running, and although 
this may be doubted, Krumbhaar states that 
Aristotle suspected that the spleen was not in- 
dispensable to life. There seems at least to be 
no doubt that the spleen was successfully re- 
moved from dogs and other animals as early 
as 1500, and it was common knowledge at that 
time that animals would live in good condition 
following removal of the organ. Zaccarelli in 
1549 Claimed to have removed a spleen from a 
patient with satisfactory results, but most 
writers of that period do not credit the story. 
Well authenticated cases, however, are recorded 
in the seventeenth century. (Clarke, Matthia). 
Browne in 1814 reported probably the earliest 
splenectomy in this country and the patient 
was living in good health several months later. 
From that time splenectomy has been performed 
with increasing frequency, but until the last 
decade any intelligent classification of the con- 
ditions which called for splenectomy had not 


been possible. One must admire the courage 
and the progressive spirit of those who, before 
methods of determining the blood picture were 
known, and in spite of the prevailing opinion 
that the operation was justified only in cases 
of serious injury with prolapse of the organ, 
performed splenectomies in patients with spleno- 
megaly and constitutional disturbances (Quitten- 
baum, Spencer Wells, 127, and others). The 
surgery of the spleen was tremendously stimu- 
lated by the epoch-making communication of 
Banti (9) in 1894 describing the disease which 
bears his name. Splenectomy has been at one 
time or other advocated in a wide variety of 
diseases and conditions and it will be necessary 
for the specific purpose of this review to classify 
these conditions as follows: 


1. Anatomical anomalies and injuries 
(a) Malposition and malformation 
(6) Traumatism 
(c) Accessory spleens 


. Tumors, cysts, etc., and new-growths 
(a) Abscess 
(b) Angioma 
(c) Cysts 
(1) Simple 
(2) Dermoid 
(3) Hydatid 
(d) Sarcoma and carcinoma . 
. Chronic splenomegaly occurring in diseases of bacterial 
or protozoan origin 
(a) Tuberculosis 
(b) Syphilis 
(c) Malaria 
. Diseases in which the spleen has been proved to be the 
controlling etiologic factor 
(a) Splenic anemia 
Adults 
Children 
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(b) Hemolytic jaundice 
Congenital and familial 
Acquired 
5. Conditions with which the spleen is intimately asso- 
ciated primarily or secondarily 
(a) Hepatic cirrhosis 
(6) Gastro-intestinal hemorrhage of unknown cause 
(c) Thrombophlebitis of splenic and portal veins 
6. Primary endothelioma of the spleen 
(a) Gaucher’s disease 
7. Diseases of the blood and the blood-forming organs 
(a) Pernicious anemia 
(6) Splenomedullary leukemia 
8. Unclassified splenomegaly 
(a) Idiopathic splenomegaly 
(b) Chronic septic spleen 
(c) Splenomegaly with eosinophilia 
(d) Tropical splenomegaly 
MALPOSITION, MALFORMATION, AND TRAUMATISM 


Malposition and traumatism have been, during 
modern times, the indications for the only op- 
erative procedures other than splenectomy in 
surgery of the spleen, although Mayo (88) and 
Troell, have suggested the possible value of liga- 
tion of the splenic vessels as a substitute for 
splenectomy in other than these conditions. 
Efforts have been made, for example, to relieve 
the symptoms produced by very mobile spleens 
by ligating the splenic pedicle (Lanz), although 
in the majority of such cases splenectomy has 
been chosen. McDonald and Mackay reported 
acute torsion of the pedicle of a movable spleen 
requiring urgent operation for the relief of the 
symptoms. In many cases of left-sided diaphrag- 
matic hernia, the spleen is to be found in the 
cavity of the chest and in chronic cases is often 
firmly adherent (LeConte, Green, Balfour, 5). 

It is important to remember that a movable 
spleen can be and has been mistaken for almost 
every other type of pelvic, abdominal, and kidney 
tumor, and vice versa. 

In traumatism there has been a choice, de- 
pending upon the extent of the injury, between 
tamponage, suture, splenectomy, or exploration 
only, if the haemorrhage has ceased. Some im- 
portant observations have been made during the 
present war as to the seriousness of injuries to 
the spleen. Webb and Milligan state that al- 
though splenectomy has been looked upon as an 
operation of high risk in connection with gunshot 
wounds of the spleen, their own experience in 
some 20 cases in which the mortality was 75 
per cent showed that death occurred in those 
cases in which other organs than the spleen were 
also injured and that in their cases of injured 
spleen alone the rate of recovery was very high. 
The frequency with which the spleen is injured, 
in the experience of Wallace, was 54 times in 965 
abdominal operations. In 32 instances it was 


the only organ injured. The mortality in this 
group was 50 per cent in uncomplicated cases; 
63 per cent in complicated cases. He recom- 
mends excision only if the organ is totally dis- 
rupted or the vessels torn. If hemorrhage has 
ceased it is better to leave the organ alone. 
Many cases of spontaneous rupture have been 
reported. Cannaday quotes Senator and Litten 
as saying that the chief causes are trauma and 
malaria, but the accident may occur also in 
typhus, typhoid, infarcts, pregnancy, hemophilia, 
and tuberculosis. Willis quotes Johnson and 
Berger as giving the operative mortality as 
25 per cent and the non-operative as go per cent. 
He cites Johnson and Fauntleroy as mentioning 
pain in the left shoulder as a diagnostic point. 
Malformation is of anatomic interest only. 


ACCESSORY SPLEENS 

Accessory spleens have a very minor import- 
ance surgically although Alexander and Romanes 
report an accessory spleen causing acute abdom- 
inal pain due to torsion of the omentum. The 
fact that accessory spleens are frequently present 
(11 per cent of all autopsies, Adami and Nicholls) 
and that they undergo enlargement after splenec- 
tomy has been performed, perhaps attaches 
some importance to them as regards their in- 
fluence in the permanency of results obtained by 
splenectomy. 

ABSCESS 

The occurrence of splenic abscess is not ex- 
tremely rare. Dege, in 1906, collected about 80 
cases. Elting, in a recent review of the subject, 
shows that the majority of cases occur as a 
sequence to acute infections, such as typhoid, 
malaria, dysentery, abscess of the appendix, 
salpingitis, etc. A few cases apparently have 
followed trauma, and direct extension from per- 
foration of the stomach, or subphrenic abscess. 

Various pyogenic bacteria have been isolated. 
Kuettner experimentally produced abscesses in 
spleens of animals by injection of bacteria and 
oil into the splenic artery, into the substance of the 
spleen, and by traumatizing splenic pulp without 
breaking the capsule. Elting states that the 
greater number probably result from infarcts. 

The symptomatology depends on the location 
of the abscess. The spleen is usually enlarged. 
An abscess centrally located probably will not be 
associated with distinctive symptoms. If the 
abscess is near the capsule, however, pain may 
be present, either spontaneous or on palpation. 
The fluoroscope may demonstrate restricted 
motion, or high position of the diaphragm. There 
may be an associated pleurisy. Fever is not 
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constant. Federmann reports a case with sub- 
normal temperature. Chills occur in many 
cases, and a leucocytosis of 20,000 to 50,000 is 
usual. (Edema is seen over lower intercostal 
spaces in some cases. The diagnosis usually 
can be established by aspiration from which, 
Elting states, no bad effects have occurred. 

The treatment in the majority of cases has 
been splenotomy and splenectomy. Elting de- 
scribes three routes by which splenotomy may 
be carried out: (1) trans-pleural (for abscess 
of the upper pole associated with subphrenic 
abscess), by resection of the ninth, tenth, and 
eleventh ribs in the posterior axillary line; (2) ab- 
dominal; and (3) retroperitoneal. 

Prognosis without operation is bad (Feder- 
mann). However, Doebbelin states that small 
splenic abscesses are absorbed. In 27 operated 
cases there were 4 deaths, 15 per cent. 


CYSTS OF THE SPLEEN 

In 1829 Andral first described a case of cystic 
disease of the spleen. The incidence of the con- 
dition may be judged from the fact that Bircher 
in 1908 collected in all 54 cases, 21 of which were 
found at autopsy. 

Cysts of the spleen are usually classified as: 
(1) echinococcus; (2) dermoid; and (3) simple. 

Bryan, and Fowler and Sherren, quoting 
Thomas, place the occurrence of echinococcus 
cysts of the spleen at about 2 per cent of all 
cases of echinococcus infection. Splenectomy is 
indicated and the hooklets and scolices can be 
demonstrated in the cyst cavity. Finkelstein in 
1914 reported 3 cases, in 2 of which splenectomy 
was performed. Dermoid cysts of the spleen 
are exceedingly rare. 

Simple cysts may be serous, hemorrhagic, or 
lymphatic (Bircher) and the result of trauma or 
occlusion of arterioles from amyloid change and 
ultimate softening of the parenchyma (Boettcher). 
They are more frequently found in women 
(24 in 38 cases). Lymphatic cysts are usually 
multiple and remain small. Hemorrhagic cysts 
are usually single and large. Langhans, Dowd, 


and others have described angioma of the spleen,. 


Langhans’ case being of the pulsating type, and 
Dowd’s of the cavernous type. Boeckelmann 
described a case of mixed blood and lymph- 
angiomatous spleen in a child of fifteen months, 
in which excision was performed. Haemangioma 
with later a malignant sarcoma-like growth has 
been reported by Homans, Theile, and others. 
In 1906 Powers reviewed 31 cases of non-parasitic 
cysts of the spleen collected from the literature 
and reported one of his own. 


Small cysts give no symptoms. In cases of 
large cysts the spleen is large; in some instances 
there is sudden pain and fluctuation, and pro- 
nounced friction rub has been noted. A pre- 
operative diagnosis has rarely been made. 
Splenectomy has proved the best operative pro- 
cedure, although puncture, splenotomy, and 
cystectomy also have been employed. Bircher 
gives the operative results in 33 cases as follows: 
(1) puncture (by cautery), 6 cases, 2 deaths; 
(2) incision and drainage, marsupialization, 9 
cases, 1 death (sepsis); (3) resection of cyst, 4 
cases, 1 death (ileus); (4) splenectomy, 15 cases, 
no deaths. 


SARCOMA AND CARCINOMA OF THE SPLEEN 


Jepson and Albert in 1904 collected 31 cases 
of primary sarcoma of the spleen and reported 
the recovery of a girl of 15 following splenectomy 
for a nodular sarcomatous enlargement of the 
spleen. Council in 1912 collected 4 other cases 
and added one of his own. The types of sarcoma 
which have been recognized are: (1) fibrosarcoma 
(2) lymphosarcoma; (3) small round-cell sarcoma; 
and (4) endothelial-cell sarcoma. There are no 
characteristic symptoms of primary sarcoma of 
the spleen. Pain has been reported by some 
authors, and a nodular, solid tumor is the most 
significant sign. There are no blood changes of 
value. The increase in the size of the spleen may 
be very slow. 

The only treatment is splenectomy. Deaver, 
Bush, and others have referred to the bad progno- 
sis, but apparently well-authenticated cases of 
primary sarcoma of the spleen permanently 
cured by splenectomy have been reported. 

Carcinoma of the spleen (primary) is much 
more rare in occurrence even than primary sar- 
coma; in fact Bush states that most writers agree 
that there never has been a convincing case of 
primary carcinoma of the spleen reported. 
Smith described a case of metastatic colloid 
carcinoma of the spleen secondary to malignant 
papillomatous ovarian cyst removed previously. 
No other evidence of metastasis could be de- 
termined at the time of splenectomy, but the 
patient died a few months later from general 
carcinomatosis. The rarity also of secondary 
carcinoma of the spleen has been the subject of 
much speculation. Chalatow thinks the pro- 
tective mechanism of the spleen is not due to 
anatomic or physiologic factors but to ferments 
in the spleen. As Hollister pointed out, in 
advanced malignancy the spleen is usually 
atrophic and this in conjunction with the fact 
that all infectious processes are associated with 
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more or less enlargement of the spleen, argues 
- against the infectious nature of cancer. 


TUBERCULOSIS OF THE SPLEEN 

The existence of tuberculosis of the spleen with- 
out active tuberculous foci elsewhere in the body 
has been doubted, Bland-Sutton, for example, 
believing that splenic tuberculosis is always 
secondary. Mayo (88), Halpenny, and Franke 
however, have reported cases in which clinical 
examination could detect no other foci, and in 
such cases the condition could be spoken of as 
primary in the spleen. The spleen is frequently 
involved in children dying of tuberculosis. 
Hamann, in a collection of 428 cases of tuber- 
culosis in children, found the spleen involved in 
66 per cent, while in a large series of cases of 
tuberculosis in adults, splenic tuberculosis was 
shown in 19 per cent. Winternitz in 1912 col- 
lected 51 cases of splenectomy for primary splenic 
tuberculosis. Coley in 1848 reported the first 
case of tuberculosis of the spleen found at autopsy, 
and Monerret in 1859 reported another. Burke 
in 1889 was the first to remove the spleen for 
splenic tuberculosis. 

An absolute diagnosis of splenic tuberculosis 
can rarely be made in the absence of a clear his- 
tory of an active tuberculous infection elsewhere, 
although Rendu and Widal in 1899 presented 
what they believed to be a syndrome character- 
istic of the disease, in which polycythemia 
without leukemia, and cyanosis was the pre- 
dominating feature. Douglas and LEisenbrey 
confirm the observations of Rendu and Widal, 
citing the case of a man with a red-cell count of 
8,800,000 in which the diagnosis was confirmed 
by operation. This observation has not had 
general confirmation, however, and in the cases 
which have come to operation in the Mayo 
Clinic, polycythemia has not been present. A 
diagnosis of splenic tuberculosis can be justifiably 
assumed in the case of a patient with an other- 
wise unexplained chronic splenomegaly, who has 
a quiescent or active pulmonary tuberculosis. 
Pain over the enlarged spleen may be of some 
significance in such cases. I recently removed a 
tuberculous spleen from a patient in whom upper 
abdominal pain, chiefly in the left hypochondrium, 
was a most marked symptom, and was explained 
by the operative findings of most extensive ad- 
hesions which completely encapsulated the 
spleen. 

SYPHILITIC SPLENOMEGALY 

Splenomegaly is not an uncommon occurrence 
in early syphilis. In children, particularly, 
syphilitic splenomegaly is common, Carpenter 


showing that syphilis is second only to rickets 
as a cause of splenomegaly in infancy. Gumma- 
tous affection of the spleen is rare both in children 
and adults (Still). 

Splenectomy has been performed in only 
a few recorded instances of syphilitic spleno- 
megaly but the results have been conclusive 
evidence that not only may syphilitic spleno- 
megaly occasionally resist the most advanced 
antisyphilitic treatment, but the disease may be 
eradicated and the blood picture brought to 
normal by splenectomy (Coupland, Hartwell, 
French and Turner, and Giffin, 55). Up to 
July, 1916, Giffin found only three cases in the 
literature and added three cases of operation per- 
formed in the Mayo Clinic. These cases were 
characterized by marked splenomegaly, anemia, 
positive Wassermanns, failure of improvement 
after antisyphilitic treatment and treponemata in 
the walls of splenic vessels. They showed also 
distinct changes in the liver, and in one, at least, 
gummata were present. The results in these few 
cases seem to justify the conclusion that under 
certain circumstances syphilitic splenomegaly 
may persist to the point of causing a severe 
secondary anemia, and if a thorough trial of 
antisyphilitic measures is ineffective, splenectomy 
should be considered. 


CHRONIC MALARIAL SPLENOMEGALY 

The surgery of the chronic malarial spleen 
apparently has very limited indications, chiefly 
because, as Osler pointed out, the spleen gradu- 
ally becomes smaller although it may take 
months or even years. There are very few pub- 
lished results of splenectomy for chronic malarial 
splenomegaly, although Finkelstein advocates 
splenectomy unless the hemoglobin is below 30 
or 40 per cent and there are less than 2,000,000 
red blood corpuscles. Jonnesco and other sur- 
geons have removed the spleen a number of times. 
in such cases with gratifying results. 


SPLENIC ANEMIA 


The name splenic anemia is applied to a group 
of cases in which splenomegaly and a leucopenic 
anzmia are the predominating features. Splenic 
anemia is considered by many, and probably is, 
a forerunner of Banti’s disease, although there 
seems to be no doubt that it may never progress 
to the stage described by Banti. As an argument 
that the two diseases are quite distinct this loses 
its force when the extreme chronicity of the 
disease is realized. Typical examples of early 
splenic anemia and of Banti’s disease undoubted- 
ly show marked difference, for Banti’s disease 
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is featured by many of the symptoms of an 
atrophic cirrhosis; in fact, Krull denies Banti’s 
disease as an entity and says it is a form of 
Laennec’s atrophic cirrhosis, and that the liver, 
not the spleen, is responsible for the condition. 
Recognizing this difference of opinion, the weight 
of evidence supports the theory that splenic 
anemia and Banti’s disease are stages of the 
same disease, and the subject will be reviewed 
on that basis. 

Osler (99) describes the disease as “‘an intoxica- 
tion of unknown nature characterized by great 
chronicity, primary progressive enlargement of 
the spleen, which cannot be correlated with any 
known cause (primary splenomegaly), anzemia of 
a secondary type, with leucopenia, a marked 
tendency to hemorrhage particularly from the 
stomach and in many cases a terminal stage with 
cirrhosis of the liver and jaundice.” 

The earliest description of the disease was 
published in 1866 by Gretsel. In 1871 Wood 
added materially to the subject. To Banti (g) in 
1894, however, must be given the credit for the 
first classical description of the later stages of the 
disease. 

The frequency of the disease is difficult to 
determine. Many cases, especially in the early 
stages, are undiagnosed or masquerading as other 
diseases. Many reports of individual cases are 
found in the literature, and especially since 
the successful surgical treatment has _ been 
recognized, the frequency of the disease has been 
apparent. In the Mayo Clinic 42 patients have 
been operated on up to May, 1917, and quite 
frequently cases are seen (particularly in children 
and in the late stages of the disease), which, 
although quite possibly belonging to the splenic 
anemia group, cannot be positively classified as 
such. 

The etiology of the disease is not established. 
Many efforts to isolate a micro-organism have 
been made. Gibson states that the parasitic 
invasion of the spleen can be shown by special 
staining methods and that the organism is a 
streptothrix which cannot be isolated in con- 
ditions other than splenic anemia. D’Espine 
and others have been unable to confirm this 
finding. Gibson believes that three facts point 
to an infective agent: (1) extirpation of the 
spleen cures or alleviates; (2) the disease is sim- 
ilar to kala-azar; and (3) beneficial effects are 
obtained from salvarsan. Rolleston (108) draws 
attention to the fact that the cases forming the 
basis of Gibson’s investigation were not typical 
splenic anemias but were complicated by various 
conditions which could well have been primary; 


for example, tuberculosis, syphilis, and cardiac 
failure. Hollins believes bacillus coli the only 
cause. He considers that the anemia is a 
hemolytic type and although no broken down 
cells are found in the spleen he believes that the 
bacillus coli is responsible for the haemolysis. 
He has shown that bacillus coli has a haemolytic 
action on blood cells, and lists several of the 
diseases which may be produced by it. As 
corroborative evidence he quotes Adami to the 
effect that bacillus coli is occasionally the cause 
of hepatic cirrhosis. Warthin, believing that 
splenic anemia and Banti’s disease are not en- 
tities, states that in all the cases he examined he 
found a thrombophlebitis of the portal and 
splenic veins, and concludes that this is the pri- 
mary condition. This theory has not been 
largely supported by others, although an ap- 
parently identical syndrome can be_ brought 
about by portal or splenic thrombosis (Edens, 
Goldmann, Krumbhaar, 77). Ledingham speaks 
of a traumatic factor. Banti’s own views were 
that the spleen was responsible because he 
always found splenic enlargement preceding the 
anemia, because he noted certain changes in 
the spleen itself, and because of the therapeutic 
effects of splenectomy. Hollins in the main 
believes that the spleen is responsible. He 
concludes: (1) that it produces the anemia by 
increase of its function of hemolysis (Barr) 
brought about in turn by vasomotor paresis of 
the splanchnic area. (Sutherland and Burghard 
believe this increased hemolysis is due to loss of 
vasomotor control of the splenic artery); (2) 
that the spleen is the center of a chronic infective 
process; and (3) that the spleen acts mechanically 
in the production of anwmia (Rolleston, 108). 
Sérégé points out that inasmuch as the larger part 
of the splenic blood is delivered to the left lobe 
of the liver, cirrhosis in splenic anemia should be 
confined to this lobe, but it is not. It is signifi- 
cant that in the majority of cases of cirrhosis 
the spleen is enlarged, and this fact lends strength 
to the argument that both organs are attacked 
simultaneously by the same organism. Hollins 


_ produced splenomegaly and anemia in the rab- 


bit by inoculations of bacillus coli. Yates, Bunt- 
ing and Kristjanson, have described a diphtheroid 
organism in the spleens of splenic anemia. Wil- 
son, in repeated examinations of spleens removed 
from thirty-five patients with typical splenic 
anemia, has not observed any organism. 

The spleen shows a very marked fibrosis, with 
atrophy of pulp and malpighian bodies, and the 
picture is characteristic enough to distinguish 
it from the spleen in pernicious anemia, Gaucher’s 
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disease, and splenomedullary leukemia. The 
fact that endarteritis and even patches of cal- 
cification sometimes occur in the splenic vein 
branches explains the friability of these vessels 
often noted in the operation of splenectomy and 
the serious operative hemorrhages which occa- 
sionally occur. Varicose veins are frequently 
found at the cardia, and compensatory enlarge- 
ment of the hemolymph glands has been noted, 
particularly by Dock and Warthin. 

The spleen may be very large, its weight vary- 
ing from 425 gm. to 5,280 gm. (Giffin, 52). 

The symptomatology of the disease has been 
fully described by various observers. The spleno- 
megaly, leucopenic anemia and tendency to gas- 
tric hemorrhage and cirrhosis of the liver are 
characteristic of the disease. In the early stage 
the diagnosis will not be confused if the symp- 
toms are pronounced. The blood picture dif- 
ferentiates pernicious anemia and splenomedul- 
lary leukemia. Syphilitic splenomegaly is rec- 
ognized by the Wassermann and history, and 
hemolytic jaundice by the acholuric icterus, the 
crises, an increased red-cell fragility, and evi- 
dences of marked hemolysis. ‘Thrombophlebitis 
of the portal and splenic veins is associated with 
the same symptoms and signs as splenic anemia 
but is supposed to be accompanied by considerable 
epigastric pain. 

As the later stages of the disease become ad- 
vanced, diagnosis becomes increasingly difficult 
and, as has been often pointed out, is at times 
impossible. The patient who, when first seen, 
exhibits a large spleen, small liver, ascites, gastro- 
intestinal and other hemorrhages and emaciation 
may be suffering from a primary hepatic cirrho- 
sis or from Banti’s disease. The anemia may 
not be distinctive enough to warrant a diagnosis 
of the latter. Moreover, even at operation or 
post mortem a positive diagnosis cannot always 
be made at such a stage. 

Giffin (52), in reviewing the symptomatology 
of splenic anemia in the precirrhotic stage in a 
series of eighteen cases in the Mayo Clinic, 
showed that in this series there were twice as 
many females as males and that the average age 
was 37 years. In other series of cases, however, 
males have been in the majority, Osler (97) re- 
porting 13 in 15 cases. In every case the spleno- 
megaly preceded the anemia. In one case an 
enlarged spleen had been present twenty years. 
The blood showed secondary anzmia with a leuco- 
penia, in one instance of 1,000 leukocytes. In one 
case only were the leucocytes above normal, 
i.e., 11,000. Hzmatemesis is considered a fre- 
quent manifestation but had occurred in only 








5 of the 18 cases; in Osler’s it occurred in 8 out 
of 15. A history of pain was obtained in 12 
cases, in some of which it was of a more or less 
acute character. Fever is not an infrequent sign 
in the later stages, but it occurred in only 2 of 
the early group of 18 cases. Diarrhoea was 
present in 4 cases. The surgical records show 
that cirrhosis was definite in 5 of the 18 cases. 
Jaundice was noted twice, in one case without 
cirrhosis. Recognizable gall-bladder disease was 
present in 18.5 per cent of the cases. 

Krumbhaar (77) discusses Banti’s division of 
the symptomatology into three stages: (1) The 
preascitic stage, which lasts several years. Grad- 
ually increasing weakness and pallor are noticed 
with digestive disturbances and abdominal pain 
which may first draw attention to the large 
spleen. There is an increase of urobilin and a 
slight leucopenia. (2) The second stage, which 
lasts but a few months and is characterized by 
scanty high-colored urine containing an excess of 
urobilin, and attacks of dyspepsia and diarrhoea 
with slight increase in the size of the liver. (3) 
The third stage, that of hepatic cirrhosis with 
recurrent ascites. As Osler has pointed out, it is 
important to remember in such cases that ascites 
may occur without cirrhosis. There is occasion- 
ally slight jaundice and an atrophic liver with 
increasing emaciation. Krumbhaar also draws 
attention to the fact that these stages are fre- 
quently not clearly defined. 

The treatment indicated is recognized by all 
writers as being clearly splenectomy. In the 
early stages the risk is not great and the prospect 
of permanent cure is excellent. The operative 
mortality up to 1916 in the Mayo Clinic in 31 
cases was 9.6 per cent (Balfour, 6). This in- 
cludes all cases and every stage of the disease. 
The mortality, therefore, should be under 10 per 
cent. This figure can be attained if proper ap- 
preciation of the indications for the operation 
is held. 

The late results of operation in the early stage 
are excellent. Giffin (52) reported that 75 per 
cent of patients operated on during this stage are 
in good health. The indication for splenectomy 
in this stage, therefore, is quite obvious. 

In the later stages of the disease, the operative 
mortality is higher, and when ascites, jaundice, 
and severe hemorrhages mark the development 
of an advanced cirrhosis, the operative risk is at 
least 25 per cent, becoming prohibitive in the 
terminal stages. Nevertheless, in view of the 
facts that a fatal outcome is certain in the or- 
dinary course of events, and that removal of the 
spleen, even in fairly advanced cirrhosis, is 
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followed by apparent cure, or at least arrest of 
the process, splenectomy should have serious 
consideration. 


THE SPLENIC ANZMIA OF CHILDREN 

Anemia with splenomegaly in children has 
been the subject of much discussion. Hunter 
divides such anemias into three groups: (1) 
those conforming to the adult type; (2) those 
with a blood picture showing an increase in 
leucocytes (between ten and twenty thousand) 
and in which normoblasts and megalocytes are 
found; and (3) those with a high leucocyte count, 
many normoblasts. Most writers, consider 
Hunter’s third group an exaggerated form of 
the second group. 

The large spleen and the type of the anemia 
would suggest the condition, while a leucopenia, 
particularly when associated with gastric hemor- 
rhages, would warrant a more or less definite 
diagnosis. Giffin (54) collected five cases from 
the literature and reports in detail the case of one 
patient from the Mayo Clinic, aged 30 months. 
Haggard has recently reported another case. 

Only four cases of splenectomy for the anemia 
of von Jaksch have been collected from the litera- 
ture, the most recent one being by Pool. 


HEMOLYTIC JAUNDICE 


Hemolytic jaundice is a disease characterized 
by splenomegaly, “non-obstructive” icterus, and 
anemia. Congenital, familial, and acquired 
forms are recognized, but it has been the custom 
in this country to look upon these types as varia- 
tions of the same disease. Krumbhaar (77), how- 
ever, draws attention to the fact that on the con- 
tinent the congenital and acquired forms are con- 
sidered as independent conditions, and presents 
the evidence on which this opinion is based. 
There are certainly differences, particularly be- 
tween the familial and acquired types, which may 
be shown by diagnostic methods and which may 
be observed clinically. These variations in 
type are of the greatest interest, and although 
they have resulted in a temporary confusion, 
they have produced a wealth of exact information 
which will be essential in their correlation. It 
will be safe to assume at the present time and 
for our present purpose that these many types 
are variations in degree of the same disease, and 
they will be so considered here. 

Murchison in 1885 drew attention to the oc- 
currence of chronic jaundice in several members 
of a family, but Hayem is credited with the first 
description of the disease as a Clinical entity. 
Chauffard made the most important contribution 


to the subject from the standpoint of diagnosis, 
in showing the increased fragility of the red 
blood-cells in the disease. Thayer in 1911 gave 
the earliest description in this country of the 
symptomatology of hemolytic jaundice. 

Literature dealing with hemolytic jaundice as 
a surgical entity, especially English literature, is 
relatively scarce; in fact, Elliott and Kanavel as 
recently as 1915 presented the first report of 
splenectomy in this disease that appeared in 
American literature. They thoroughly reviewed 
the subject from a surgical standpoint with 
particular reference to the familial type of several 
patients they had observed. Giffin (56) in 1917 
reviewed twelve cases including congenital, 
acquired, and familial types of the disease in 
patients operated on in the Mayo Clinic. Peck 
in 1916 gave a most interesting account of the 
first patient with the congenital type of the 
disease operated on in this country (1912). 
Elliott and Kanavel point out that there were 
several instances of successful splenectomy prior 
to the date of the establishment of the clinical 
entity of the disease (Spencer Wells), 1888, 
Bland-Sutton, 1895). 

The relative frequency of the various types 
is indicated by Krumbhaar (77) in a review of 
158 cases, of which 51 per cent were familial (43 
per cent of these developing after birth) 14 
per cent congenital and 35 per cent acquired. 
These percentages probably represent the fre- 
quency of each type better than the statistics 
of a surgical clinic, for a considerable percentage 
of patients in the familial group are symptomless 
throughout life as far as general health is con- 
cerned, whereas those with the congenital and 
acquired types have symptoms usually sufficiently 
severe to lead them to seek relief. Of the 17 
patients observed in the Mayo Clinic “3 were 
definitely familial, while 6 gave very suggestive 
histories of familial jaundice” (Giffin, 56). 

As yet there has not been a successful effort 
to place the etiology of the disease on more than 
a speculative basis, in spite of the fact that the 
results of splenectomy prove that the spleen is 
largely concerned in the abnormal hemolysis 


which is the outstanding feature of the disease. 


Krumbhaar (77) gives the two chief views: 
(1) that there is a primary lesion in the blood, a 
dystrophy of the red cells; and (2) that either 
primarily or indirectly in the spleen there is an 
exaggerated hemolytic activity. As Krumb- 
haar points out, the writers who hold the former 
belief (Widal and others) lose sight of the fact that 
splenectomy is a specific in the disease. Those 
who hold the spleen responsible (Minkowski, 





8 INTERNATIONAL ABSTRACT OF SURGERY 


“ppinger, 41, Banti, 10) believe the spleen ac- 
tively destroys increased numbers of cells and 
prepares others for destruction. The fact that 
splenectomy is followed by return of health in 
these cases and that the clinical evidence of an in- 
creased hemolysis disappears, lends the strongest 
support to the latter view. 

The symptomatology of hemolytic jaundice 
is definite, and the cardinal symptoms are seen 
in greater or lesser degree in the congenital, 
familial and acquired forms. The jaundice is 
chronic and usually of mild degree and is an 
acholuric jaundice with absence of the itching, 
petechiz, clay stool, and brachycardia which are 
associated with jaundice due to mechanical 
obstruction of the common bile-duct. Spleno- 
megaly is constant and may be extreme and the 
liver is usually enlarged. Anemia is not constant, 
but is common and may be marked, Krumbhaar 
(77) collecting 10 cases in which there were less 
than 1,000,000 red blood corpuscles. The anemia 
may simulate pernicious anemia (von Stejskal) 
and Chauffard considers “that there is an icteric 
form of pernicious anemia which, when accom- 
panied by diminished resistance and reticulated 
red cells, represents the least compensated form 
of hemolytic icterus.” Epigastric pain is not 


uncommon and may be severe, simulating gall- 
stone colic, and in many cases is due to gall- 


stones. Cholecystitis is probably present in a 
large percentage of cases, and gall-stones have 
been found in 58 per cent (Giffin, 56). 

Exacerbation of these symptoms, together with 
malaise, headache, enlarged and tender spleen 
and occasionally fever, are characteristic of the 
disease, especially in the acquired form. 

In special diagnostic tests, the fragility of the 
red blood corpuscles is of most importance. It is 
consistently increased in this disease. The urine 
does not contain bile-salts except under excep- 
tional circumstances (during a crisis) but bile 
pigment is always found in the blood, and urobilin 
in the urine. 

An approximation of the degree of haemolysis 
may be made by the method of Schneider of 
extracting the duodenal contents by means of 
a tube and estimating the quantities of urobilin 
and urobilinogen. Widal, Abrami and Brulé 
find the auto-agglutination test positive in the 
acquired form and always negative in the con- 
genital or familial form. 

The diagnosis of haemolytic jaundice, there- 
fore, is usually not difficult and is confusing only 
in the atypical cases. The close relationship of 
the disease to Hanot’s cirrhosis, symptomatically 
at least, is to be remembered (Mayo, 89). 


Surgical treatment of the disease is clearly in- 
dicated if the symptoms are at all pronounced or 
the crises disabling. Difference of opinion exists 
as to the treatment of hemolytic icterus asso- 
ciated with indefinite and infrequent and mild 
crises. Undoubtedly many such patients live a 
normal length of life without inconvenience, and 
operation may be justifiably postponed until 
subjective symptoms become more marked. 
The indication for operation, therefore, is de- 
pendent largely on the severity of the disease, 
the frequency of crises, the symptomatic evidence 
of developing complications, and the degree of 
anzmia present. When the blood picture in- 
dicates marked hemolysis, operation should be 
seriously considered. 

The results of splenectomy in the disease are 
excellent and the collected cases show a lower 
operative mortality than in any other condition 
for which splenectomy has been advocated. 
Elliott and Kanavel in 1915 tabulated 48 cases 
in which there were 2 deaths. The patients 
recovering from the operation obtained a symp- 
tomatic cure and sufficient time has elapsed in 
some of the cases to warrant the belief that the 
change is permanent. Curiously, although there 
was an immediate improvement in the blood 
picture of all the patients, the increased fragility 
of the red blood corpuscles which was a constant 
feature previous to operation did not consistently 
return to normal (Giffin). 

Since the adoption of Schneider’s method of 
estimating the urobilin and urobilinogen in the 
duodenal contents, interesting observations have 
been possible. Giffin (56) hasshown in a study of 
the patients operated on in the Mayo Clinic that 
the quantity of bile pigments, which is always 
increased in the disease, just as constantly tends 
to approximate the normal following splenectomy. 
Splenectomy gives its most impressive result in 
hemolytic jaundice. 


CIRRHOSIS OF THE LIVER 


In the past few years considerable attention 
has been directed to the problem of the réle of the 
spleen in cirrhosis of the liver. Many observers, 
particularly Rolleston (107), have attributed cer- 
tain types of hepatic cirrhosis to poisons originat- 
ing in the spleen. Reference has already been 
made to the intimate association between spleen 
and liver in splenic anemia, and to the fact that 
splenectomy, even when cirrhosis and ascites 
had developed, has produced most distinct benefit. 
This fact, together with much clinical and ex- 
perimental evidence, gives the spleen a prominent 
place as an etiologic factor in the group of in- 

















fectious cirrhoses. The determination of the 
indication for, and the true value of, splenectomy 
under such circumstances is not easy because of 
the inherent difficulties in both clinical and surg- 
ical diagnosis. The strong similarity between the 
hypertrophic cirrhosis of Hanot and hemolytic 
jaundice (as pointed out by Mayo, 89), and the 
difficulty in differentiating certain types of cirrho- 
sis, both in the hypertrophic and atrophic stage, 
from splenic anemia, even at operation, are 
well known examples proving the necessity of 
very careful investigation of this subject. 

Eppinger and Ranzi and others have strongly 
advocated splenectomy in all cases of hyper- 
trophic cirrhosis of the liver when the spleen is 
large and there is extreme jaundice, especially 
in the absence of a history of alcoholism. Rolles- 
ton (107) also states that “in cirrhosis due to 
poisons manufactured in the spleen splenectomy 
is a logical, if heroic, form of treatment.” 

In this country there are few records of splenec- 
tomy in cases which were considered primary 
hepatic cirrhosis. Four cases have been reported 
from the Mayo Clinic, the immediate results of 
which have been promising. 


GASTRO-INTESTINAL HAMORRHAGE 


To what extent a small or slightly enlarged 
spleen can be held responsible for some of the 
cases of otherwise unexplained gastric and gastro- 
intestinal hemorrhages is not known but there 
is already sufficient evidence to make it most 
important to consider diseases of the spleen in 
these cases of obscure gastric hemorrhage. Such 
evidence is furnished by the facts that in certain 
diseases in which gastro-intestinal haemorrhages 
are common, splenectomy is curative; that 
‘ gastric hemorrhage may be caused by a dis- 
tant toxic focus (appendix, gall-bladder, etc.); 
that the spleen may similarly act as a focus 
of infection and bring about gastric hemorrhage 
either primarily or through the medium of the 
liver. 

In discussing the réle of the spleen under such 
circumstances I (8) reported the case of a patient 
from whom I removed a slightly enlarged spleen 
on the assumption that it was the cause of re- 
peated gastric hemorrhages which had subjected 
the patient to various operations, particularly 
gastric, but had continued to the point of almost 
costing his life. Hzamorrhage ceased following 
the splenectomy and the patient has been in 
excellent health since. Under such circumstances 
splenectomy could be justified only after the 
positive exclusion of every other causative lesion 
or focus of infection. 


BALFOUR: SURGERY OF THE SPLEEN 





THROMBOPHLEBITIS OF SPLENIC AND PORTAL 
VEINS 

Varying degrees of thrombosis of the splenic 
vein have been described in connection with 
splenomegaly and especially in splenic anemia. 
This finding has suggested that the condition is 
an etiologic factor in certain cases of splenomegaly 
and that thrombophlebitis of the splenic and por- 
tal veins occurs as a primary condition, that it is a 
clinical entity and is associated with a rather 
definite clinical picture in which enlargement 
of both spleen and liver, ascites, epigastric pain, 
and possibly a history of traumatism are fea- 
tures. Rolleston (107) suggested splenectomy in 
such a condition and Tansini and Morone report 
a case of splenectomy in the third stage of Banti’s 
disease in which the splenic vein and its branches 
were ,changed into hard cords. They admit, 
however, the uncertainty as to the primary con- 
dition although Banti thought it was not a 
primary splenomegaly. 


GAUCHER’S DISEASE 

Originally considered by Gaucher (1882) as a 
true neoplasm, this disease is now looked on as 
clinically non-malignant. Brill and Mandlebaum 
showed that the changes found in the spleen were 
not confined to that organ, but that similar endo- 
thelial proliferation could be demonstrated both 
in lymph-nodes and bone-marrow. They also 
described certain clinical features of the disease. 
The onset occurs usually in childhood, with a 
chronic course (average 20 years) although 
Niemann reports an apparently acute form of the 
disease. In many respects, particularly in the 
character of the anemia (of a moderate degree 
and with a leucopenia) and in the tendency to 
mucosal hemorrhages, Banti’s disease is sim- 
ulated. 

The splenic enlargement is supposed to be 
greater in this than in other diseases associated 
with splenomegaly. Krumbhaar (77) states that 
the disease has been recognized before operation 
on four occasions, once by splenic puncture. It 
can not be expected, inasmuch as there is dis- 
agreement among pathologists as to the authen- 
ticity of some of the cases reported as Gaucher’s 
disease, that the late operative results will be 
as yet accepted. Krumbhaar, for example, 
states that a “cure can hardly be expected, as 
the disease is known to exist independently in 
bone-marrow and lymph-nodes.” Nevertheless, 
patients with apparently substantiated Gaucher’s 
disease are living several years after operation 
in good health, with every indication of a per- 
manent cure. 





PERNICIOUS ANEMIA 

The actual and relative value of splenectomy 
in pernicious anemia is as yet to be proved. The 
group of patients who have been splenectomized 
in this country for pernicious anemia during the 
last three years is sufficiently large to permit 
conclusions as to the results of the operation, but 
any conclusions as to final results will be accept- 
able only when a considerable period of time has 
elapsed since the operation. It is most im- 
portant, however, to remember that an investiga- 
tion of the condition of these patients at the 
present time is quite useless as a criterion of the 
effect of splenectomy on the disease itself. 

From the available operative results certain 
facts may be recorded. For instance, Krumb- 
haar (79) has shown that during the earlier experi- 
ence with the operation the deaths occurring im- 
mediately or within six weeks after splenectomy 
reached as high as 20 per cent. It soon became 
apparent that many of these deaths were due 
not to the inherent risks of the operation, but to 
the condition of the patient. As soon, therefore, 
as the unwarranted surgical risks were avoided 
the operative mortality dropped well below 5 
per cent. The more intelligent selection of 
cases for splenectomy was the result of the 
recognition of the fact that the operation itself 
was of high risk in certain stages of the disease 
and that even if the patient recovered, a remis- 
sion of symptoms could not be reasonably ex- 
pected. 

That splenectomy will effect a more prompt 
and more prolonged remission of symptoms than 
has been possible under previous methods, is the 
opinion of the majority of those who have been in 
a position to observe large series of cases (Cabot, 
Moffitt, Krumbhaar, 79, Giffin, 57, Percy, and 
others). But there is as yet no proof that 
splenectomy will cure the disease, or even bring 
about a permanent arrest of symptoms. Despite 
encouraging earlier reports it is found as time 
goes on that in many of the promising cases 
there are recurrences or that in some instances 
the patients have died, so that the value of 
splenectomy becomes increasingly dubious. 
Percy, however, is quite sanguine over the re- 
sults he has obtained by removing other possible 
foci of infection, particularly the gall-bladder 
and appendix, at the same time that he performed 
the splenectomy. 

The present status of splenectomy in pernicious 
anemia as indicated in the reports from various 
sources; therefore, is as follows: (1) The opera- 
tion has no place in advanced stages of the dis- 
ease. (2) under certain conditions the operation 
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may be justifiably advised; i.e., when a patient 
not beyond middle life gives only a short history 
of the condition, the anemia is moderate in 
degree, the spleen is enlarged, the skin icteroid 
and there is a definitely high hemolysis. Nothing 
more than a temporary remission can be promised. 
(3) Transfusions of blood both before and after 
splenectomy are a most useful adjunct to the 
operation. 


SPLENOMEDULLARY LEUKEMIA 

The results of the surgical treatment of 
splenomedullary leukemia in the past have been 
very discouraging. The earlier operative ex- 
perience was associated with such a high initial 
mortality that the operation was practically 
abandoned. 

Warren, who in 1g11 reported one case of 
splenectomy for this condition followed by 
recovery and referred to the 42 cases collected 
by Hagen with 4 recoveries, attributed the serious 
operative risk to secondary hemorrhage from 
the wound. It must be remembered that at the 
time these unfavorable results were reported, 
splenectomy was performed during the active 
period of the disease and when the number of 
white cells was large, showing a high ratio to 
the red cells. There have been since that time 
isolated reports of splenectomy for spleno- 
medullary leukemia in some of which the diagno- 
sis was rather seriously doubted (Richardson). 

The surgical profession has hesitated, there- 
fore, to adopt operative measures in this disease, 
but since it has been demonstrated that radium, 
X-rays and benzol exert a specific, although tem- 
porary, effect on the symptoms of myelogenous 
leukemia (Billings and others), splenectomy has 
again come up for consideration. Radium ap- 
pears to exert the most powerful influence on 
the spleen and on the blood picture and there 
have been several cases reported of remissions 
that have been produced by radium in conditions 
entirely resistant to X-rays and benzol (Ordway, 
Giffin, 58). 

The therapeutic value of these agents being 
sufficient to bring the blood picture to normal, 
to greatly improve the patient’s general con- 
dition, and to gradually reduce the size of the 
spleen (in some instances until it is non-palpable) 
suggested the possibility that removal of the 
spleen at this stage might have some influence 
on the course of the disease, particularly if 
these therapeutic agents were used as adjuncts. 
It has already been demonstrated that under 
such circumstances splenectomy may be done 
with a very low operative mortality. In the 
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Mayo Clinic since October 2, 1916, 17 patients 
have been operated upon with splenomedullary 
leukzemia in which the blood picture had been 
first brought to normal by the use of radium, 
X-rays, or benzol, or a combination of these 
agents. There have been no operative deaths 
in this series but we have as yet no knowledge 
as to the ultimate results of the operation. 


UNCLASSIFIED SPLENOMEGALY 

There are finally a number of cases of spleno- 
megaly which cannot as yet be classified. This 
group will include: (zr) simple or idiopathic 
splenomegaly, which may persist for years with- 
out any anemia; (2) splenomegaly with eosin- 
ophilia, one instance of which is reported by Giffin 
(53); (3) chronic polycythemia with splenome- 
galy, a group described by Osler (98); (4) chronic 
septic splenomegaly, in which moderate enlarge- 
ment of the spleen occurs with anemia, a condi- 
tion thought to be due to preceding abdominal 
or systemic sepsis; (5) Egyptian splenomegaly, in 
which there is an acute course, with high fever 
and rapid development of large spleen and liver 
without evidence of sepsis and without jaundice; 
(one similar case has been reported by Giffin, 53) ; 
and (6) the tropical splenomegalies, kala-azar, etc., 
which, to my knowledge, have not been classified 
and in which, as yet surgical treatment has not 
had an extensive trial. 

In conclusion it should be emphasized that in 
diseases of the spleen it is absolutely essential 
that the surgeon should realize that physical 
findings are of minor importance, and that a 
correct diagnosis must depend on the clinician 
who in turn must in large part rely on the various 


laboratory findings and _ special diagnostic 


methods. In such instances, therefore, the 
surgeon takes his cue from the clinician and then 
adds his opinion as to the advisability of splenec- 
tomy, an opinion which will be based on the 
condition of the patient and the probable benefits 
that will be gained from the operation. 


TECHNIQUE OF SPLENECTOMY 


The surgery of the spleen is practically confined. 
to splenectomy, although ligation of the blood 
supply may have limited usefulness. The in- 
cision usually preferred is in the left rectus. The 
length of the incision varies with the size of the 
spleen, is continued upward to within an inch 
of the costal margin, and in the presence of a 
very large spleen, parallels the costal margin to 
the midline if necessary. Some surgeons (War- 
ren) use a “T” incision when a large spleen is 
to be removed. Others speak of the occasional 
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advisability of rib resection (Meyer). Kanavel 
(39) recommends elevation, tilting of the body 
by means of sand-bags, in order to facilitate the 
operation. The necessity for the best possible 
exposure is indicated by these various suggestions. 

The importance of a careful abdominal ex- 
ploration is emphasized by Kanavel and others, 
in view of the frequent gall-bladder and liver 
complications in the diseases for which splenec- 
tomy is advocated. The essential features in the 
operation as performed at present in the Mayo 
Clinic and which I (7) have previously described 
are as follows: 

1. The accessory adhesions and gastrosplenic 
omentum are separated, divided, and ligated. 
Division of the gastrosplenic omentum frees 
the fundus of the stomach which comes into 
view in every instance and must be carefully 
protected from injury. 

2. The dislocation of the spleen may be ac- 
complished in the majority of instances by strip- 
ping the adhesions with the fingers. In a few 
cases it is necessary to divide adhesions between 
clamps. After the spleen has been displaced 
from its diaphragmatic and renal position a 
large pack may be introduced into the space 
formerly occupied by the spleen. This pack 
serves to support the spleen, and if it is well 
placed and left undisturbed until all other steps 
in the operation are completed, will often obviate 
the ligation of veins of some size which might 
entail much technical difficulty. 

3. The spleen is now carefully elevated, and 
tracted toward the midline and unless accessory 
vessels are encountered along the posterior 
border of the pancreas, the pedicle may be 
ligated. The pancreas occasionally comes into 
the operative field, usually over the posterior 
aspect of the pedicle, and in some instances 
the tail of the organ must be displaced before 
the pedicle can be ligated. A very exact and 
safe method is to first carefully expose and in- 
dividualize the arterial and venous branches in 
the pedicle from the posterior aspect by dividing 
the fibrous investment of the pedicle. The 
successive division of each arterial and venous 
trunk beginning with the lateral vein on each 
side of the fan-shaped pedicle will permit a very 
useful mobilization of the spleen, so that the 
clamping of the central portion of the pedicle 
which usually contains the splenic artery or its 
largest branch, is very much favored. It is 
rare that such a method is not feasible, and in 
such event ligation en masse, preferably by the 
two-clamp method, can be carried out. Gerster 
in 1915 suggested the preliminary ligation of the 
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arterial supply in order to conserve as much as 
possible of the blood in the spleen by forcing it 
out through unclamped veins by manual com- 
pression of the spleen. Lockwood recently 
suggested the use of the method of Lichtenstein, 
i.e., the reintroduction of the blood which can 
be expressed from the removed spleen into the 
patient’s veins. 

Under favorable circumstances splenectomy 
is not a difficult or dangerous operation. Many 
surgeons, however, have referred to the unex- 
pected and serious difficulties which may be en- 
countered through hemorrhage, either from 
the pedicle itself, or from accessory veins. A 
methodical operation will minimize such pos- 
sibilities, but not entirely obviate them. ‘Trouble- 
some bleeding is usually venous, and can therefore 
be temporarily controlled by the pressure of a 
gauze pack until the spleen is removed. Usually 
such torn veins can be ligated but it may be 
necessary to leave the gauze pack in place until a 
few days later. When the bleeding can be con- 
trolled with forceps but the vessels cannot be 
safely ligated because of their friability, the forceps 
may be left in position. At the end of seventy- 
two hours they may be loosened and, if no oozing 
has taken place, removed in eight or ten hours. 

It is therefore of great importance to anticipate 
such operative complications. This can be 
accomplished in large measure by the routine of 
first dividing and ligating the gastrosplenic 
omentum and all accessory adhesions possible 
before attempting the mobilization of the spleen. 

The danger of injuring the stomach or pancreas 
has already been referred to and was early em- 
phasized by Mayo (88). 

The difficulties in the operation of splenectomy 
are to some extent dependent on the disease or 
“condition for which the operation is performed. 
In pernicious anemia, for example, splenectomy 
is practically never attended by technical diffi- 
culty. In hemolytic jaundice the operation is 
usually without special risk although the spleen 
is occasionally very large. Splenic anemia is 
most frequently associated with high operative 
risk, particularly in advanced stages of the 
disease, oftentimes due, as has already been men- 
tioned, to the thrombotic changes in the splenic 
and accessory veins. The same is true in hepatic 
cirrhosis. In diseases which occur with less 
frequency splenectomy has no special risks. 

The postoperative course of splenectomized 
patients depends also to a large extent on their 
condition at operation. For example, in the 
cirrhotic and ascitic stage of splenic anemia, 
convalescence is protracted and uncertain. Ifa 


patient is a good surgical risk and the operation 
not of extraordinary difficulty the postoperative 
course compares favorably with that of any 
other major abdominal operation. 

Of the actual complications it would be ex- 
pected that left-sided pleurisy, with or without 
fluid, would occur with greater frequency than 
in other abdominal operations, and this is true. 

The occurrence of a rise in temperature on the 
second or third day in some cases has been the 
subject of some speculation. Bland-Sutton has 
attributed it to infection in the stump of the 
pedicle, others to pancreatic disturbance. 
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OPERATIVE SURGERY AND TECHNIQUE 


Aymard, J. L.: 
gery; Incisions, Contour and the Suture. 
Lancet, Lond., 1917, ¢xciii, 347. 


The prime factors of artistic work in plastic 
surgery are the restoration of contour and the cor- 
rect method of suturing. 

The three essentials to bring about a contour 
as nearly normal as possible are: a correct method 
of incising the skin, the manipulation of the deeper 
structures, and the best method of bringing about 
satisfactory union. 

There are two skin incisions, i.e., the one in which 
the skin is divided at right angles to the surface, 
and the other upon the slant. In the slant in- 
cision the upper flap assumes a curved form and the 
under one a convex. The skin edge of the upper 
flap presents an irregular, fringe-like appearance, 
due to the series of ridges and holes in the skin. 
The slanting incision is very suitable for work on 
the cheek, mouth, chin and forehead; but where the 
skin is loose, as about the eye and neck, the right- 
angle incision is more suitable. 

To fill up the gap in the deeper tissue produced 
by the excision of a depressed scar, where the de- 
pression is slight, simple undercutting may suffice. 
A preferable method is undercutting straight down 
to the bone and back from the incision, thus loogen- 
ing a block of deep tissue dependent upon the skin 
flap for its blood supply. These blocks from either 
side may then be rolled together and secured with 
catgut to fill up the gap. 

To approximate the skin edges the author uses 
a mattress horsehair suture, which gives a small 
linear scar. V. C. Hunt. 


Summers, J. E.: Simple Method of Resecting the 
Transverse Colon. Ann. Surg., Phila., 1917, Ixvi, 
337- 


Summers recommends the following operation for 
resection of the colon in non-malignant disease. 

The operator lifts the omentum with one hand 
sufficiently to recognize the line of junction of its 
under surface with the upper surface of the colon. 
With a sharp pointed knife the peritoneum is 
nicked along this ligamentous line to the desired 
extent of resection. With a gauze sponge the 
omentum is freed upward from the transverse 
mesocolon to the lower border of the stomach, 
exposing but not injuring the mesentery blood 


Some Principles of Plastic Sur-, 


16 


vessels. The resection of the colon is then done 
in the usual manner, being facilitated by an accurate 
view from above of each blood vessel in the mes- 
entery. After the completion of the anastomosis, 
end-to-end, or lateral, the omentum is made to 
cover the line or lines-of suture of the anastomosis 
in such a manner as indicated in the particular case. 

The author has employed the foilowing technique 
for the correction of prolapse of the transverse 
colon based upon the Lardennois-Okinczyc-Pauchet 
studies in clinical anatomy. It consists in opening 
the lesser cavity of the peritoneum as described, 
suturing the transverse colon to the posterior 
wall of the stomach along the line of its greater 
curvature, thus practically placing the transverse 
colon in the lesser peritoneal cavity, then dropping 
the omentum forward. In several instances in 
which the hepatic flexure was not properly fixed 
by this technique, he brought up a piece of omentum 
to the right of its detachment from the colon, and 
after ascertaining by upward and outward traction 
the proper position of the flexure, sutured this 
omentum to the parietal peritoneum. When the 
position of the stomach has appeared to require it, 
he has in addition done a gastropexy. 

, G. W. Hocnren. 


Stokes, J. H.: Certain Technical Refinements in 
Methods of Intravenous Injection. Med. Rec., 
1917, XCll, 529. 

No salvarsan is given to ambulatory cases, each 
being in the hospital at least twenty-four hours. 
From 60 to 80 per cent of the injections have been 
salvarsan or arsenobenzol and the remainder 
neosalvarsan. Strict asepsis is carried out. The 
reagents used in the preparation of the drug con- 
form to the original Ehrlich criteria or standard 
modifications. Water re-distilled in Pyrex or 
Jena glass and boiled is used in all injections. The 
glassware is boiled in distilled water. Neosalvarsan 
is given by a slightly modified Ravaut method. 
Salvarsan is given by the gravity flow. The needles 
and ampules of salvarsan are sterilized in 95 per 
cent phenol, followed by alcohol, and the needles 
rinsed in re-distilled water. Concentrated solu- 
tions of salvarsan are not used. A light breakfast 
is given, and the temperature, pulse and respiration 
are taken before the patient enters the operating 
room. 

The arm, preferably the left, is prepared with 
tincture of iodine which is partly washed off with 
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alcohol. The arm, shoulder and neck should be 
bare to avoid any constriction which might hold the 
drug in the vein and favor thrombosis. The light 
should strike the arm from the side. The patient 
lies on the table, arm extended at full length at right 
angles to the body and resting with the palm of the 
hand on the slanting bedside table. The tourniquet 
is not tied, but held by the assistant who pulls 
downward on the ends. 

Methods of locating and entering the vein and 
also the syringe technique are given in detail. Close 
attention should be given to the type and care of 
needles. Illustrations are given showing the best 
type of point and the way to sharpen the needle. 
The gold needle is much in use. For routine 
syringe injections a 114 inch gold Luer needle of 
20 gauge is satisfactory. For minute and delicate 
veins a steel hypodermic needle % inch long and 
22 or 24 gauge is best. It should not be re-sharp- 
ened. One minim of a 2 per cent solution of co- 
caine for local anesthesia is used sometimes. 
The Schreiber needle and technique of its use is 
given. In small children the external jugular, 
anterior auricular, or the prominent scalp vein in 
heredosyphilitics may be used. 

A summary of rules is appended to be applied 
if with either technique a free flow of blood through 
a needle after introduction or a free flow of fluid 
into a vein cannot be obtained. 

1. Depress the point of the needle without ad- 
vancing. ‘The bevel may be shut off against the 
top of the vein. 

2. Palpate the point with the free hand. 
easily recognized if it is above the vein. 

3. In using a syringe, twist the piston in the 
barrel, pulling backward. It may be stuck. 

4. Slowly withdraw the point, if it cannot be 
felt above the vein, lifting up at the same time. If 
it has entered the opposite wall it usually comes 
away with a palpable snap. Then quickly ad- 
vance again, pressing down hard against the arm 
with the back of the syringe hand and lifting the 
point to flatten the angle of the needle to the vein. 

5. If the above procedure fails twice, withdraw 
the needle until the point is just short of the skin 
puncture, and advance again after repalpating the 
vein. This is the last resort. 

6. If the fifth procedure fails on one or two trials, 
withdraw the needle entirely and do not reintroduce 
it until satisfied that the point is good, and that it is 
not plugged. Pressure on the vein for five minutes 
with elevation of the arm while this is being done 
will often make possible the use of the same vein 
again. 

7. Make no comments audible to the patient 
regarding the condition of the needle. 

8. Never try to inject through a hematoma. 
Use another vein or desist. 

g. Never inject and ask if it hurts, if there is 
the slightest reason for suspecting that it will. The 
injection of a little to find whether the needle is in 
the vein or not is absolutely inexcusable. 


It is 


10. Make every effort to have one puncture 
suffice, using the needle in various directions through 
the same puncture. Carv R. STEINKE. 


ASEPTIC AND ANTISEPTIC SURGERY 


Lawrence, J. S.: Carrel Treatment of Wounds 
Applied to Civil Practice. Bull. Johns Hopkins 
Hosp., 1917, xxviii, 294. 

Lawrence states that the Carrel-Dakin method of 
treating infected wounds depends for its success 
so largely upon the technique with which it is 
applied that it seemed advisable to him to write 
out carefully the various steps, paying particular 
attention to the bacteriological phase. It is very 
necessary, he states, that careful attention be given 
to the bacterial content, which should be regularly 
ascertained as a guide for the surgeon. Second 
infection may readily occur after the wound has 
been under treatment even in the hands of the most 
skillful attendants, and for its detection the bac- 
teriological charts are found more serviceable than 
the temperature records. The method described 
has been simplified so that it may be used for the 
treatment of one or many cases, in hospitals, in the 
dispensary or office. It is the technique employed 
in the Johns Hopkins Hospital. 

In order to secure satisfactory results from the 
employment of the Carrel method, Lawrence states 
that it is absolutely necessary that the following 
points be given the strictest attention. First, 
Dakin’s solution must be very carefully prepared 
according to the formula described by Daufresne. 
It breaks down readily when exposed to light or air 
and hence should be kept well corked in colored glass 
bottles, never in metal containers. A preparation 
more than a week old should not be used. This 
solution is not a powerful disinfectant but a nyld 
antiseptic. Second, this is not a system of drain- 
age, but of irrigation. ‘Third, a knowledge of the 
efficiency of the treatment can be obtained only by 
systematic, accurate and careful bacteriological 
observations. 

The steps in the method are as follows: If the 
wound is the result of an accident and is filled with 
dirt, shreds of clothing and other foreign bodies, all 
of the debris should be removed with forceps and 
by scrubbing with green soap and sterile water. A 
brush can be used for this purpose if necessary. 
Shreds of tissue that are without a blood supply 
should be excised. If the injury is a puncture or 
penetrating wound that is more extensive beneath 
the skin than on the surface, it should be opened 
so that thorough irrigation may be established. 
The object is to prevent the multiplication in any 
part of the wound of the numerous bacteria that 
were introduced by the accident. In the presence 
of Dakin’s solution, when properly made, no bacteria 
can flourish; their development is inhibited, while 
the body tissues are not hindered in their repair 
work. Phagocytosis as a rule is observed to take 
charge of the introduced organisms. 
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Healing of the wound by first intention can be 
expected in many cases, but if the wound is more 
than six hours old, or if there is a chronic sinus dis- 
charging pus, the problem is more difficult; the 
wound should be thoroughly cleansed, foreign 
bodies removed, necrotic tissue cut away and the 
surface opening increased, if necessary, in order to 
secure the best results from the irrigation. A 
counter opening should be avoided in deep wounds, 
when possible, and in penetrating wounds the per- 
foration farther from the main injury should be 
encouraged to close early. 

The object is always to secure thorough flooding 
of the injured tissues at each irrigation. ‘To help 
insure this, a certain type of rubber tubing with a 
caliber of about 4 mm. is used for insertion. It is 
tied off at one end, and perforated at this end with 
from eight to twelve holes made with a No. 4 leather 
punch, the first hole being placed as near to the tie 
as possible and the others arranged spirally and 
about half an inch apart. 

The irrigation should be sufficient to more than 
flood the entire wound so that the wound is washed 
at each irrigation, but care should be taken not to 
use so much that the outer dressings or the bed 
become wet. The irrigations should be made 
every two hours. A longer interval permits the 
dressing to dry in some instances, thus giving an 
opportunity for bacterial development, whereas a 
shorter interval results in too great a flooding of the 
wound and in some patients an irritation of the 
skin from wet dressings. 

The continuous drip the author found to be un- 
desirable. Under no condition should the dressings 
be removed by any but the attending surgeon, and 
then only under the strictest antiseptic conditions; 
usually one dressing a day is sufficient and when 
the wound is almost healed, the dressing may be 
done at two-day intervals if the surgeon is pressed 
for time. From the beginning the wound should be 
treated as a sterile wound. Only the most accurate 
aseptic technique will succeed. Reinfection is 
always possible either with the same or with different 
organisms. ‘This danger cannot be emphasized too 
forcibly, for while the reinfection may not be 
accompanied with clinical symptoms, yet the 
implantation of new organisms reproduces the 
complex conditions of combined infections and 
postpones the date of recovery. 

The more nearly every wound was treated as though 
exposed to infection, the more satisfactory were 
results found to be. The irrigation may be done by 
a nurse without disturbing the patient, even while 
the patient sleeps at night; and this two-hourly 
interval must be observed throughout the 24 hours. 
To protect the wound from infection by organisms 
on the skin and also to protect the skin from irrita- 
tion by Dakin’s solution, the author suggests the 
use of strips of gauze about four inches wide pre- 
viously steeped in sterile vaseline and picric acid, 
with which he covers every part of the skin about 
the wound, but not any of the wound or the gran- 


ulating surface. The hair in the neighborhood of 
the wound is kept closely shaven. 

On every other day Lawrence considers an in- 
spection necessary of the bacterial content, both as 
to number and variety. No irrigation is permitted 
for at least two hours preceding this dressing. With 
a sterile platinum spatula a bit of material is taken 
from the most vicious part of the wound or, if the 
wound looks uniformly good, specimens are taken 
from several points. The spatula must be sterilized 
each time just before it is applied to the wound. 
The material is spread in a thin film over a glass 
slide and allowed to dry. The film should not be 
too thick, otherwise it may be too dense for examina- 
tion. In the laboratory this film is stained with 
methylene blue and examined with an oil-immersion 
lens. A certain amount of experience will accus- 
tom the examiner to choose fields of a certain 
density as standard. 

These fields should have the pus cells arranged in 
a single layer and uniformly covering the whole 
field. The number and variety of organisms are 
noted. The noting of large and small bacilli, 
staphylococci, and streptococci, the author con- 
siders a sufficient distinction as to variety. In 
counting, he pays no attention to variety but counts 
the organisms as a whole. If there are a hundred 
or more germs in the field, he examines a second and 
third field; and if these too show great numbers, the 
count is said to be “infinity,” and no further ex- 
amination is necessary. If, however, there are only 
five or ten organisms in the field, then five other 
fields in different parts of the slide are examined, the 
total count of all the fields is averaged and this 
average taken as the count. If the bacterial con- 
tent is even poorer, perhaps only one or two to a 
field, at least ten fields are examined; when the 
count is lower than this, 20 or more fields are 
searched. 

The great advantages of the Carrel method of 
treating infected wounds are summed up as follows: 
It successfully checks the extension of the infection, 
causes an almost immediate drop of temperature 
and brings comfort to the patient. Pus is eliminated 
and dressing simplified. An early opportunity is 
given for surgical repair work. The production of 
cicatricial tissue is minimized and the interference 
with the function of the part is less after the re- 
covery of the patient. Finally, it is a scientific and 
intelligent method of observing the process of heal- 
ing in wounds and determining the efficacy of 
treatment. GrEorGE E. BEILBy. 


Keliock, T. H.: A Method of Applying Antiseptics 
to the Deeper Parts of Wounds. Lancet, Lond., 
1917, Cxciii, 348. 

The multitude of septic wounds at the present 
time has given rise to the use of a variety of anti- 
septics and many methods of application. 

The perforated tubes used in the Carrel method 
have certain disadvantages. If there is much 
resistance to the exit of the fluid in the deepest 
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part of the wound, the solution finds its way out 
through the openings nearer the surface of the 
wound and the deeper parts are not bathed. These 
tubes also act as drains, and pus finding its way 
into them through the openings is washed back 
into the wound with the fluid. Movement of 
the patient is also apt to cause the tubes to be 
drawn out of the wound. 

To obviate these disadvantages, the author uses 
a tube 8 to ro inches in length and of the caliber 
of a No. 8 catheter. The end is closed with a 
ligature and a small oblique incision is made with 
scissors as near the closed end as possible, making a 
small valve with apex directed towards the closed 
end, and at its base dividing one third of the cir- 
cumference of the tube; the more oblique the in- 
cision the better. 

This incision acts as a valve, opening under 
slight pressure from within the tube and preventing 
any regurgitation of pus or irrigated fluid. The 
tied end of the tube should be inserted to the depth 
of the wound and the free end left projecting 
through the dressing, one or two tubes sufficing 
for most wounds. 

In cases of perforating wounds of the limbs, or 
wounds with two openings, the tube is ligatured at 
its center and a valve cut on each side of the ligature 
pointing toward it. The tube is passed through the 
wound and irrigation carried on from both ends. 

To secure the tubes in position the author recom- 
mends a small independent incision through the 
skin near the edge of the wound just large enough 
to grip the tube without occluding its lumen; 
through this the free end is drawn after the tied 
end has been inserted to the bottom of the wound. 
The free ends of the tube are left outside the dress- 
ing and irrigation is carried on with a glass syringe. 

The author has had very gratifying results by 
injecting 1 to 2 drams of 1 in 1,000 flavin twice in 24 
hours. He believes that some of the best results 
were obtained where the drainage from the wound 
was not free, the antiseptic fluid being then brought 
in contact with all points of the suppurating surface. 

V. C. Hunt. 


Turner, P., and Richardson, G.: The Treatment of 
Wounds Infected with Bacillus Pyocyaneus. 
Brit. M. J., 1917, ii, 421. 

Bacillus pyocyaneus infection at the front is 
fairly common. The infection may be primary, 
the pus being bluish-green from the onset, or it may 
become infected later, when the wound has appar- 
ently begun to granulate. It may develop second- 
arily from infected instruments, apparatus, etc. 
The suppuration is profuse, bluish-green and 
offensive. It may be associated with an intractable 
diarrhoea presumably from a septicemic infection 
of the intestinal tract. While not dangerous to 
life, healing of a wound is often greatly impeded. 
Isolation into separate wards practiced in some 
hospitals is unnecessary if ordinary precautions are 
taken to prevent contact transmission. 


x 


In some cases in which a bacillus pyocyaneus 
cannot be shown, the characteristic pus may be due 
to diphtheria organisms, or bacillus pyocyaneus 
may be present but its growth inhibited by other 
organisms. On the other hand, the organism may 
be present without producing colored pus. It 
may also disappear suddenly, especially in shallow 
superficial wounds, indicating in such cases a low 
degree of virulence. 

In 1915 the wounds were treated with cold eusol 
solution without much benefit. Hot eusol has since 
been found to be very effective, superficial wounds 
clearing up often in 24 hours. The disappearance 
of the green color is probably due in large measure 
to the bleaching action of the eusol, as it has this 
action in vitro, but cultures from wounds in which 
hot eusol has been used have lost their color and 
numerous subcultures are necessary and sometimes 
unsuccessful in restoring color-forming properties 
of the organism. 

The eusol is applied in 5 per cent solution as hot 
as can be endured and changed every four hours. 
Deep wounds and sinuses may be syringed out 
twice daily, or packed with gauze containing eupad 
powder and moistened with eusol. C. A. Hepsiom. 


Sweet, J. E.: Dichloramin-T in the Treatment of 
the Wounds of War. J. Am. M. Ass., 1917, Ixix, 
1076. 


The chlorin compounds which have been derived 
from the old Labarraque’s solution seem to have 
given, in general, the best results in the treatment 
of wounds of the present war. These chlorin- 
containing solutions, variously known as eusol, 
Dakin’s solution and Daufresne’s solution, have 
suffered from two serious faults. They are not 
particularly stable and must be prepared with care. 
Further, these solutions contain so little antiseptic 
value that they must be frequently renewed in the 
wound. 

This new dichloramin solution is made by dis- 
solving the crystals of dichloramin-T in chlorinated 
eucalyptol and then diluting this solution by the 
addition of chlorinated paraffin oil. It is best ap- 
plied by an oil spray, an ordinary hard rubber or 
all-glass atomizer being the most practical method. 
Metal atomizers are not suitable since the metal is 
attacked by the chlorin. 

This oily solution presents the first great advan- 
tage in that the dressings do not stick to the wound 
and the entire act of dressing is relatively painless. 
The old dressing is simply lifted off and the wound 
sprayed; the force of the spray will dislodge sloughs 
and the wound is covered with a fresh dressing. 

The solution contains enough available antiseptic 
so that one dressing every twenty-four hours is 
ample for large, deep wounds, and one dressing 
every forty-eight or seventy-two hours is enough 
for the simple or more superficial wounds. Since 
the solution contains so much available chlorin and 
does not have to be renewed every few hours, the 
use of the Carrel tube is entirely done away with. 
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Dakin’s dichloramin-T in solution in eucalyptol 
and paraffin oil is, therefore, of great advantage in 
wound treatment, because: 

1. It saves the pain of wound dressing. 

2. It effects an appreciable saving of dressing 
material. 

3. The amount of solution is of small bulk. 

4. The number of wounds which a surgeon can 
dress in a given time is far greater than by any 
other method. 

5. The elimination of the Carrel tube si nplifies 
the dressing and the problem of transportation of 
the wounded. 

6. The elimination of the Carrel tube saves the 
time taken by the nurse for the periodic flushing. 

Epwarp L. CorNELL. 


Smith, J. L., Ritchie, J., and Rettie, T.: A Con- 
venient Method of Preparing Eusol. Brii. M.J., 
1917, ii, 386. 

Eusol may be prepared in the following way, 
according to the authors: 

“Take 135 ccm. of the B.P. liquor calcis chlo- 
rinat«; dilute with water to 1 litre, add ro grams of 
boric acid, and shake up till dissolved. ‘The solu- 
tion remains clear, and without further treatment 
is ready for use. If preferred, a saturated solution 
of boric acid may be stocked at room temperature; 
this contains 4 per cent boric acid, therefore 250 
ccm. gives the amount required for 1 litre eusol. 
In making eusol in this way the 135 ccm. of liquor 
calcis chlorinatz should be diluted to 750 ccm. and 
the 250 ccm. of boric acid solution added. This 
prevents the formation of the precipitate which 
occurs if boric acid be added to undiluted liquor 
calcis chlorinate.” 

Liquor calcis chlorinate is a ro per cent solution 
of bleaching powder in water; this is easily prepared 
and keeps well. The quantity is calculated on a 
chloride of lime assaying 25 per cent available 
chlorine; which is about the average obtained from 
commercial samples. 

Should eusol be required for intravenous infection, 
it is necessary to add sodium chloride in the propor- 
tion of 8.5 grams to the liter. C. A. Hepstom. 


ANZSTHETICS 


Elmer, W. G.: Anzsthetics in Orthopedic Surgery. 
N.Y. M.J., 1907, cvi, 591. 

The condition of the patient’s heart, lungs, kid- 
neys, blood and blood-pressure should be ascer- 
tained before the operation. Administration of 
the anesthetic should not be started until all the 
preparations for the operation are complete. 
Nothing is to be gained by keeping a patient an- 
zsthetized while the surgeon is completing an 
operation on a previous patient. This extra pro- 
longation of anesthesia may be the determining 
factor between a normal convalescence and an 
ether pneumonia or a nephritis. Great care should 
be exercised in and during the administration of any 


anesthetic, as death is recorded as having occurred 
in the case of a child who was lightly anesthetized 
for only a few minutes for a tenotomy of the Achilles 
tendon. The patient was a ten year old boy with 
a spastic cerebral paralysis. 

As a pure anesthetic, chloroform is the ideal one. 
It has, however, a higher mortality rate than ether 
and should be considered a poison. It has a limited 
field. Ethyl chloride is still more dangerous, al- 
though as an anesthetic it ranks with chloroform. 
The choice, therefore, lies between ether and nitrous 
oxide-oxygen. The latter in experienced hands is 
the safest anesthetic and in several instances has 
been given continuously for three and one half 
hours. 

In orthopedic. operations the patient is kept very 
lightly anesthetized, so that by the time the opera- 
tion is about over, he is turning his head, opening 
his eyes, and responds when spoken to. The an- 
zsthetic is not continued during the application of 
a plaster of Paris bandage. The author almost 
never sees a patient go into shock. In weak 
children a slight amount of pain may act as a 
stimulant. But if the pain becomes too severe, it 
adds to the shock. 

In operating upon a child with tuberculosis of 
the spine, great care should be exercised in handling 
the child, as under anesthesia the voluntary mus- 
cular control is lost and therefore there is no pro- 
tection to the spine. An abscess may be ruptured 
at the seat of the disease, causing sudden or ultimate 
death. Even the spine itself may be fractured. 
The author knows of such a case. The general 
mortality of this operation is about five per cent. 
With careful handling the mortality should be 
reduced about one-half. In conclusion, the em- 
ployment of skilled anesthetists, careful handling, 
etc., will result in the saving of many lives annually. 

J. J. KurvAnver. 


Cotton, J. H.: Anzsthesia from Commercial 
Ether Administration and What It is Due To. 
Canad. M. Ass. J., 1917, vii, 769. 


In a preliminary report of his studies on the 
anesthetic effect of ether, Cotton draws the follow- 
ing radical conclusions: 

1. Absolutely gas-free ethyl-ether is not anzs- 
thetic. 

2. It acts only: (a) as a vehicle for analgesic 
gases existing as impurities in commercial ether, 
carbon-dioxide, ethylene, etc.; (b) as a narcotic 
stimulant. A, EHRENFRIED. 


SURGICAL INSTRUMENTS AND APPARATUS 


Butler, E.: Use of the Aspirator for Removing Pus, 
Blood, Exudate, Transudate, and Bowel Con- 
tents During Operations. Calif. St. J. Med., 
1917, XV, 375. 

The removal of blood and mucus from the. 
pharynx during operations in the nose and throat 
by means of some suction apparatus is an accepted 
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procedure. However, the use of suction apparatus 
by the general surgeon has been neglected. This 
method of removing blood, pus, exudate, transudate, 
cyst contents, and bowel contents is very practical 
and efficient. 

The apparatus first introduced by Sewall of San 
Francisco is easy of construction, not costly and is 
reliable. It consists of an ordinary glass connecting 
tube the size of a lead pencil, tipped with three- 
fourths of an inch of fairly stiff rubber tubing; the 
glass may be bent to any angle. Six feet or more of 
pliable but not easily compressible rubber tubing 
connects this tube with a five gallon glass jar. The 
jar is connected with an ordinary water pump 
aspirator attached to a water faucet. This gives a 
partial vacuum of sufficient, even aspirating force to 


SURGERY OF 


HEAD 


Ostrom, L.: Depressed Nasal Deformities Corrected 
by Bone Transplantation. J/linois M. J., 1917, 
XXxxii, 169. 

The author believes that the best operation for 
depressed nasal deformities is that worked out by 
Carter. 

The nasal cavities are packed with cotton satur- 
ated with paraffin vaseline beyond the nasal bone. 
Incision is made between the upper and lower 
cartilage in the left nostril. The periosteum over 
the nasal bones is incised one-eighth of an inch 
from the lower edge all the way from the right to 
the left side. It is then elevated, leaving until the 
last the attachment over the intranasal suture. 
The periosteum is cut off close to the bone, care 
being taken to avoid tearing or splitting. 

In the meantime the assistant removes a portion 
of the ninth rib, about two inches of bone and one- 
half inch of attached cartilage. This is split and 
one-half is shaped and adjusted into the cavity 
prepared for it, the tip of the nose being stretched 
to admit the cartilaginous end. ‘There is no stretch- 
ing of the skin or intranasal incision if the transplant 
is of proper size. H. J. VAN DEN Bere. 


THE 


Leriche, R.: The Syndrome of the Superior Petrous 
Sinus with Regard to a Case of Dry Jugulo- 
Carotid Shell Wound (Le syndrome du sinus 
petréux supérieur 4 propos d’une observation de 
plaie séche jugulo-car.tidienne par éclat d’obus). 
Lyon chirurg, 1917, xiv, 728. 

Leriche relates a case in which a soldier had the 
external carotid at its emergence and the internal 
jugular torn by a fragment of shell. The double 
lesion was unaccompanied by the least hematoma. 
The man was operated three days after injury and 
the injured vascular segments which were embedded 
in pus were resected. ‘The postoperative course was 
regular until the twenty-fourth day when a curious 


carry away fluids encountered while operating. 
The tubing and jar are easily sterilized. 

The field for the use of the aspirator is not limited 
to the nose, throat, and the abdomen. Any 
operative procedure where the wound is deep and 
the bleeding is free is benefited, such as operations 
upon malignant growths in the region of the orbit or 
superior maxilla, tumors of the tongue, and sub- 
sternal goiter. In surgery of the long bones, where 
fewer sponges and instruments lessen the likelihood 
of infection, the aspirator may be used with great 
advantage. 

The aspirator is not heralded as a substitute for 
sponges, but it has a definite place in surgery and 
every operating room should possess one. 

IsmporE CoHN. 


HEAD’ AND NECK 


complication arose. The patient had taken a walk 
in the sunlight and suddenly experienced a severe 
and rebellious neuralgia of the trifacial nerve, fol- 
lowed six days later by a purulent discharge from 
the left ear. A thorough examination of the 
ear and mastoid region gave negative findings. 
Meningitis symptoms appeared and the patient 
died in coma. 

Postmortem examination showed a suppurative 
phlebitis of the coronary sinus in communication 
with the brain membranes. The cavernous sinus 
and the petrous sinuses were intact. 

Referring to the anatomical relationship of the 
superior petrous sinus with the trifacial nerve and 
tympanic cavity, Leriche believes that the trifacial 
neuralgia and the aural symptoms may be satis- 
factorily explained as venous stagnation of the 
petrous sinus and may represent the clinical fea- 
tures of a disease of the superior petrous sinus 
which, as far as he knows, had not yet been isolated. 

W. A. BRENNAN. 


Bennett, N. G.: War Injuries of the Jaws. Prac- 


litioner, Lond., 1917, xcix, 201. 

War fractures differ from ordinary fractures by 
loss of bone involved. Early treatment is often 
simply palliative. It consists of control of hemor- 
rhage, support of fractured bone, and abatement of 
sepsis. Loose or broken teeth to which splints may 
later be advantageously attached are left in place. 

The ultimate treatment depends on the site and 
extent of injury. With loss of bone exceeding 
three-quarters of an inch, bone graft will be neces- 
sary. It is not desirable to sacrifice normal position 
to obtain bone union. 

Various appliances are used for reduction and 
immobilization. Some are applied to one jaw only, 
usually the mandible; some include the opposing 
jaw and are used when lateral deviation of half 
the jaw has occurred; while others have an external 
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appliance firmly fixed to the head for correction of 
displacement of the maxilla. 

Of surgical measures there are two possibilities, 
viz., plating and bone grafting. Plating is seldom 
used. Bone grafting, however, has been quite 
successfully employed. H. J. VAN DEN Ber. 


Shambaugh, G. E.: Carcinoma of the Maxillary 
Sinus. Surg. Clin. Chicago, 1917, i, 831. 


Shambaugh reports the case of a man 60 years 
of age who complained of a sensation of pressure 
on the right side of the face. ‘This first appeared a 
few weeks before examination, following an acute 
head cold. There was no increase in the nasal 
discharge. He had had a maxillary sinus infection 
some 40 years previous. There was no external 
evidence of right maxillary sinus trouble, no nasal 
discharge of a chronic type, and no nasal evidence 
of sinus infection. Transillumination gave a deep 
shadow of the right maxillary sinus. A puncture 
was made in the middle meatus and clumps of 
thick mucopurulent secretion were washed out 
similar to that following subsidence of an acute 
sinus reaction. Decayed right upper molars were 
removed. The Wassermann test gave negative 
results. 

In two months the patient returned with loss 
of weight and distinct cachexia. The right eye- 
ball was fixed and protruded somewhat, and the 
sight in this eye was gone. Intranasally there was 
no evidence of trouble. From the unhealed tooth 
sockets exuberant newly formed tissue protruded 
and microscopic examination of portions of this 
growth showed it to be carcinoma. The right 
superior maxilla was removed, but the patient died 
about one week later. Car R. STEINKE. 


Vaughan, G. T.: Injection of the Gasserian Gan- 
glion for Neuralgia of the Fifth Cranial Nérve. 
Ann. Surg., Phila., 1917, Ixvi, 287. 


The author reports three cases of injection of the 
gasserian ganglion with complete relief at least 
three months after each operation. He urges a 
more thorough trial of this method of treatment in 
cases of tic douloureux because of its comparative 
freedom from risk and its relative simplicity. The 
method was suggested by Ostwald and Sicard in 
1906, and Pussep, in ro11, made the first, though 
unsuccessful, attempt to use it. There may be 
some question as to whether it should be preferred 
to the Frazier-Spiller operation, as the latter pre- 
serves the motor functions of the nerve. However, 
no operation is as safe as injection; only one death 
has been reported to date, and that probably was 
due to an error in technique. The danger of in- 
juring some of the important structures is great, but 
experience shows that even if such injuries are 
inflicted, they do not seriously injure the patient. 
The author has used 1 ccm. of 95 per cent alcohol 
in his cases. GATEWOOD. 


Holt, L. E.: Gliosarcoma Resembling Hydrocepha- 
lus in An Infant of Seven Weeks. Am. J. Dis. 
Child., 1917, xiv, 219. 

The infant, 7 weeks old, was admitted to the 
Babies’ Hospital, New York, Jan. 16, 1917. He 
was a full term baby of normal labor, and had been 
breast fed to date of admission. The family his- 
tory was negative. When about two weeks old the 
parents noticed that the head was enlarging rapidly. 
A little later the veins of the scalp began to grow 
very prominent. Both of these symptoms had in- 
creased steadily up to date of admission. 

The head was asymmetrical, with a very large 
prominence in the left frontal region. The scalp 
was covered with a network of enormously dilated 
veins. ‘The skin of the scalp was tense and shining, 
especially over the most prominent portion. The 
sutures were widely separated. There was slight 
internal strabismus and occasional nystagmus; the 
conjunctive were normal; there was no evidence 
of paralysis. 

The head continued to increase greatly in size. 
A spinal puncture showed a fluid under increased 
pressure containing 120 cells per cmm., 63 per cent 
of these being polymorphonuclears and 37 per cent 
lymphocytes; the globulin test was positive. Over 
the frontal eminence the scalp became very tense 
and thinner, until on the eighth day a spontaneous 
rupture took place over this prominence, followed by 
a discharge of cerebrospinal fluid, the amount of 
which probably did not exceed 150 ccm. The 
rupture was followed by a protrusion of brain sub- 
stance, a true hernia cerebri. 

At necropsy the head measured 48.5 cm. in cir- 
cumference. There was a rupture in the scalp and 
dura through which protruded cranial contents 
forming a mass 8 by 5 cm. in size and weighing 145 
gm. ‘The cerebrospinal fluid was but slightly in 
excess, not over go ccm. being present. The dura 
showed many punctate hemorrhages. The brain 
had marked asymmetry, the left hemisphere being 
fully three times the size of the right. The tumor 
mass involved practically the entire left hemisphere; 
it was a soft, lobulated new-growth containing in 
its substance many softened areas, many recent 
hemorrhages and yellow pigmented remains of old 
hemorrhages. 

A microscopic examination of the tumor showed 
it to be a gliosarcoma. A complete autopsy was 
made, but the examination of the other organs 
showed no new-growths or any other lesions having 
any relation to the cerebral condition. 

Epwarp L. CornELL. 


Hunt, J. G.: The Open-Flap Method of Treating 
Perforating Brain Wounds. Lancet, Lond., 1917, 
cxcili, 494. : 

This method is based upon sound elementary 
surgical principles, i.e., unobstructed drainage and 
minimum interference with the damaged parts at 
time of operation and during the subsequent weeks 
of healing. 
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The first step consists of turning down a good- 
sized flap of scalp with perichondrium sufficient to 
expose freely the whole area of bone injury. The 
wound in the bone is enlarged and all depressed 
fragments removed, and in addition a margin of 
healthy dura surrounding the damaged portion of 
the membrane is exposed. The wound in the brain 
and dura is disturbed as little as possible. Foreign 
bodies, if superficial, are sought for. When the 
brain is much damaged, the opening in the dura, if 
small, should be freely enlarged by radiating in- 
cisions. 

A strip of iodoform gauze is firmly inserted be- 
tween the dura and the over-hanging edge of the 
bony hole. It shuts off the general meningeal 
space from the infected wound, and stimulates the 
formation of the natural barrier of adhesions be- 
tween the coats of the dura. A loose pad of fluffed 
iodoform gauze is lightly packed over the whole 
denuded area. ; 

The scalp flap may then be loosely replaced over 
the gauze, or it may be held down out of the way by 
one or two silkworm sutures. The outer dressings 
are of plain gauze moisted with saline or boric solu- 
tion, and should be changed twice daily. The 
iodoform gauze must not be disturbed for from 5 to 7 
days. At this date the hernia cerebri will be found 
well developed. In none of the cases of hernia was 
there more than one diopter of disc swelling at any 
stage. The author believes the formation of hernia 
is due to local increased vascularity, inflammatory 
oedema, and round-celled infiltration. 

In a large number of cases seen by the author in 
which the flap was resutured with or without drain- 
age tubes, there was a latent period of hopeful 
convalescence of from seven to ten days, followed 
by a sudden rise of temperature and early death from 
meningitis. ‘The postmortem showed that the soft 
necrotic brain matter composing the hernia had 
spread out beneath the skin flap and had become 
virulently infected. 

The hernia reaches its maximum size about the 
end of the second week and then slowly recedes, 
so that in four to six weeks it no longer projects 
above the bony parts, and the whole wound will be 
covered by healthy granulation. The skin flap may 
then be safely replaced. 

The author states that in more than 50 cases of 
his own knowledge the results, as regards life-saving 
and ultimate restoration of function, have proved 
far better by this than by any other method adopted. 

V. C. Hunt. 


Kalb, O. : Ablation of Portions of Altered Cerebral 
Cortex in Epilepsy. Deutsche med. Wchnschr., 
1917, No. 5. 

While there is much difference of opinion as to 
the value of surgical intervention in genuine epilepsy, 
there is general agreement with regard to its efficacy 
in traumatic and reflex epilepsy. 

The author operated in the case of a boy 14 years 
old who for ten years had been epileptic. There 


was a history of infantile cerebral paralysis. During 
the past year he had two or more fits each week. 

Under local anesthesia the author uncovered the 
left cortical motor zone and opened the dura. 
There were no adhesions. On the superfices of the 
brain or the central anterior and posterior con- 
volutions, especially toward the median line and 
toward the base of the brain, there were alterations 
in the cerebral cortex. There were numerous 
brown-red patches of infiltration containing in 
certain parts small cysts. 

As a complete extirpation of the altered zone 
would have resulted almost certainly in a total 
paralysis of the right limb, the author proceeded 
to dissect out from the altered parts small islets 
varying from the size of a lentil to a pea and for a 
depth of 5mm. About a dozen such were removed, 
constituting about two-thirds of the altered parts 
of the grey matter. Islets of normal cortex re- 
mained. There was some language disturbance 
following operation, but after a week this as well as 
the limb paralysis improved. After four weeks 
the patient could walk with the help of a cane. 
After one year and a half psychic phenomena have 
disappeared; the general intelligence is better and 
the patient can walk for some hours. 

Although observation for one year and a half 
is not a sufficient interval to pronounce a definite 
cure, yet the probability of permanent recovery is 
very great and decidedly encourages the surgical 
treatment of these cases of cortical epilepsy at an 
early age, particularly when there is a history of 
infantile cerebral paralysis, as in the case reported. 

W. A. BRENNAN. 


Walker, C. B.: The Diagnosis of Pituitary Dis- 
orders. JInterst. M. J., 1917, xxiv, 817. 


The symptoms of glandular disturbance result 
from disturbed secretions of one or both parts of 
the gland. The anterior portion is chiefly related 
to factors of skeletal development, while the poste- 
rior lobe is most closely related to metabolic pro- 
cesses, and the deficiency leads to noticeable 
increase in sugar tolerance, with a tendency to adi- 
posity, subnormal temperature, somnolence, dry 
skin, polydipsia, polyuria, loss of hair and char- 
acteristic psychic disturbances. 

Functional excess or administration of extracts 
causes loss of flesh, intolerance for carbohydrates, 
even spontaneous glycosuria, and moist skin; 
moreover, secondary derangements to other glands 
occur, more noticeably in the genital organs. 
Certain types suggest functional hyperplasia of 
one lobe with lowered activity of the other, or, at 
one period, over-activity, and later, deficiency of 
both lobes. Thus, pronounced acromegalies may 
show in a later stage a tendency to put on weight, 
high sugar tolerance, somnolence, sub-normal 
temperature and anaphrodisia, etc., while in 
earlier stages or in exacerbations of the disease 
there is apt to be a reverse picture, active meta- 
bolism, glycosuria, aphrodisia or hypertrichiasis, 
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etc. Again, in the type of Froehlich, there is a 
primary and chronic lowering of activity of both 
lobes. In this type of case the symptoms date 
from pre-adolescence, the stature remaining small 
because of anterior lobe complications, while 
adiposity, genital dystrophy, imperfect secondary 
sexual characteristics, lowered metabolism, etc., 
indicate posterior lobe obstruction. 

Cushing also has described such cases with 
adiposogenital dystrophy, accompanied by skeletal 
over-growth. An internal hydrocephalus, pressing 
on the posterior lobe and depressing its activity 
but apparently stimulating the more protected 
anterior lobe, seems to be the exciting cause. 

Although x. -ray demonstrations of the enlarged 
sella turcica is a very reliable diagnostic point in 
determining the presence of strumous, tumorous 
or hyperplastic condition of the hypophysis, it 
should be noticed that many cases of dyspituitarism, 
especially in the last two groups discussed, may 
show no enlargement of the sella and yet may have 
a supra-cellar or interpeduncular or even a more 
distinct tumor giving glandular or ocular field 
manifestations without distorting the sella. 

While the commonest occular field defect ac- 
companying hypophyseal growth is a bitemporal 
hemianopsia, this or the tendency thereto occurs 
only about twice as often as homonymous hemi- 
anopsia or the tendency thereto, in this group of 
cases. There are also many cases which become 
blind in one eye and have a temporal hemianopsia 
in the other. Unusual cases also have occurred 
which resist all attempts at classification. It 
must be remembered that ethmoidal and sphenoidal 
disease may produce central scotomata and develop 
field defects, and that glaucoma may also give 
temporary scotomata and defects between the 
macula and the blind spot. 

True primary optic atrophies and toxic scotomata 
must also be differentiated. E. C. RopirsHEK. 


NECK 


Hagerty, J. F.: Oration in Surgery; Observations 
on the Thyroid. J. M. Soc. N.J., 1917, xiv, 341. 


The author calls attention to the fact that the 
thyroid gland, though small and occupying- an 
exposed position at the front of the neck, exercises 
a powerful influence upon the growth and well- 
being of the individual and that the secretions of 
this gland when altered or deranged have a serious 
effect on the health and frequently cause terminal 
changes which result in death. Normally about 
one-sixth of the blood supply of the head goes 
to the thyroid gland, and this is increased to one- 
fourth in cases of hyperthyroidism. 

In spite of the fact that the thyroid has been 
studied since 1880, its true function and its relation 
to other glands of internal secretion is not yet 
definitely known. The thyroid begins as an evagina- 
tion of the epithelium of the alimentary canal. 
This is a downgrowth from the pharynx which 


develops at junction ‘of the posterior and middle 
thirds of the tongue from which the bilobed thyroid 
isdeveloped. The site of thyroid anlage evagination 
is marked by the position of the foramen cecum. 
Various abnormalities may occur, such as a persis- 
tent thyroglossal duct and isolated masses of 
thyroid tissue which are frequently found along the 
trachea and bronchi. 

It is known that the thyroid manufactures an 
internal secretion the absence of which causes a 
lack of mental and physical development. It is 
also known that the drinking water derived from 
certain geological formations may cause a disordered 
function of the thyroid, while boiling of the water 
reduces the proportion of goiter cases. This indi- 
cates that hyperthyroidism is an infection due to 
living organisms rather than the result of a mineral 
poison. Rosenow has stated that while bacteria can 
be cultivated from crushed tissue of diseased thyroids, 
yet infectious strumitis is very rare. 

Hyperthyroidism is thought by some to be due 
rather to a perversion of function than to an in- 
crease of normal function. The degree of toxemia 
is not always proportionate to the size of the gland, 
many of the severest cases showing slight, if any, 
enlargement. It is stated that 22 per cent of 
adenomata and 25 per cent of colloid goiters sub- 
sequently take on toxic degeneration. The de- 
generation of the gland may also cause pressure 
effects on the trachea. This, together with the 
fact that malignant degeneration may take place, 
would sustain the belief that some form of operative 
procedure is indicated in most cases. 

It is agreed that complete physical and mental 
rest and the administration of such drugs as tend 
to relieve nervous symptoms are essential in the 
treatment of goiter. Seventy per cent of hyper- 
thyroid cases can be cured, it is claimed, and 16 per 
cent benefited by operation. Various surgeons 
place the mortality of exophthalmic goiter at 25 
to 35 per cent. P. H. KREuSCHER. 


Barnett, G. D.: Some Unusual Aspects of Exoph- 
thalmic Goiter. Calif. St. J. Med., 1917, xv, 342. 


In exophthalmic goiter, attention has shifted 
somewhat from the field of diagnosis to that of 
pathogenesis. A considerable number of fairly 
well-marked cases of hyperthyroidism are not diag- 
nosed because of the undue prominence of certain 
less common symptoms. The author mentions 
one case. In a young girl aged 21, who had a 
temperature of 103.4° and a white blood count 
of 9,600, a tuberculosis of the urinary tract was 
suspected because of frequent burning urinations. 
More careful examination showed a _ negative 
Widal test and negative guinea pig inoculations. 
It was found that the cystitis was due to the ad- 
ministration of large doses of urotropin. Prolonged 
rest, overeating, and the administration of hydro- 
bromide of quinine gave practically complete relief 
from symptoms. Examination of the neck showed 
a moderately prominent thyroid. 
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In another case the rapid pulse, cardiac pal- 
pitation, marked tremors and some enlargement of 
the thyroid suggested at once the diagnosis of 
hyperthyroidism. Under treatment the patient 
improved quickly. A year later this patient again 
presented herself, this time with a continuing after- 
noon temperature as high as 102.5°, and a persistent 
cough. A leucopenia was present. In the absence 
of other positive findings, the patient was again 
put at rest, and all symptoms of hyperthyroidism 
disappeared. Without a definite knowledge of the 
first attack, one might well have been misled by 
the temperature chart. The high temperature 
may characterize different degrees of thyroid in- 
toxication or may be due to an incidental inter- 
current infection. If all cases of exophthalmic 
goiter are of infectious origin, the continued 
fever may be accounted for. 

Certain cerebal nerve disturbances in hyper- 
thyroidism may produce symptoms of myasthenia 
gravis, which conditions must be carefully differen- 
tiated. The author believes that the parathyroids 
may possibly play a réle in the etiology of my- 
asthenia. P. H. KREvSCHER. 


Sarkissiantz, A.: The Recurrence of Operated 
Goiter (A propos de la recidive du géitre operé). 
Rev. méd. de la Suisse Rom., 1917, Xxxvii, 525. 


The author reports the details of 7 cases of goiter 


necessitating re-operation. The first operation 
was done according to the Ronx technique. He 
SURGERY OF 


CHEST WALL AND BREAST 


Elliott, T. R.: Results of the Treatment of Chest 
Wounds. Lancet, Lond., 1917, cxciii, 371. 


The author analyzes the after-histories in England 
of 170 cases of chest-wounds which were seen by 
him at a base hospital in France during the first 
two years of the war. The cases consisted of the 
following groups: Sterile haemothorax, 89; septic 
effusion, 64; clotted hemothorax, later septic, 3; 
sterile pneumothorax, 6; severe laceration of the 
lung, 2; no effusion, 6. 

The chief practical points of the paper follow: 

1. A sterile hemothorax of moderate size, i.e., 
of about 30 ounces, will recover as rapidly by natural 
absorption as by aspiration. 

2. The retention of foreign bodies in the chest in 
aseptic cases does not appear to exert any crippling 
effect for military service. 

3. Cases of infected haemothorax that have been 
drained in France and transferred to England gen- 
erally recover rapidly and completely. None die, 
and subsequent operations are rarely needed. 
More than one-half can be returned to duty. 

4. The late mortality from chest wounds is 
practically nil in England, and it is only 5 per cent. 
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draws the following conclusions as deducible in the 
case of nuclear goiters: 

1. The anastomoses between the trachea and 
isthmus and those connected with the cesophageal 
arteries even after ligature of the trunk of the 
superior thyroid artery assure sufficient vitality to 
the rest of the thyroid body after ligature of the 
four thyroid arteries. 

2. Ligature of the four or five thyroid arteries, 
with or without section of the vessel, gives no guar- 
antee against a pseyido-recurrence. 

3. This ligature causes a very abundant con- 
nective tissue formation. 

4. The ligature may be followed by a vascular 
formation, often richer in appearance than the 
normal vessel, and in any case very difficult to 
overcome in a new operation. 

5. It would seem that this new vascularization 
is the result of a process which is proportional to the 
extent of the operation and to the intensity of the 
immediate reparatory process. 

6. A simple unilateral operation, but more 
complete, would give the patient a better chance of 
avoiding a secondary operation, if the question of 
esthetics is waived. 

7. Various combinations of symmetrical 
other ligatures do not give different results. 

8. Multiple ligatures, owing perhaps to the 
abundance of the newly formed conjunctive tissue, 
predispose to early recurrence, taking the form of 
conglomerate cysts. W. A.BRENNAN. 


or 


THE CHEST 


on the lines of communication in France; but in 
the area of the armies it is higher than was at first 
supposed. About ro or 15 per cent may die in 
medical units at an early date from the severity 
of the injury, and about 1o per cent later at the 
casualty clearing station from complicating sepsis. 

5. Among those casualties which develop sepsis 
within the chest the mortality is very high, rising to 
nearly 50 per cent under the present system of 
treatment by rib resection and drainage. 

.6. The old conservative routine of surgical non- 
intervention, except by late drainage, finds its 
justification only in the recovery of those cases of 
gunshot wounds of the chest which remain non- 
infected, about 75 per cent. ‘The high mortality in 


_ those which develop sepsis demands a wider practice 


of the new prophylactic method of cleansing opera- 
tions, performed at an early hour on carefully chosen 
groups of cases. E. B. FREILICH. 


Kosmak, G. W.: Report of a Case of Antepartum 
Mammary Due to Unrecognized Malignant 
Disease. Am. J. Obst., N. Y., 1917, lxxvi, 444. 


The author reports a case of antepartum mam- 
mary hyperemia due to secondary carcinoma in the 
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liver, mesentery and mediastinum. Both breasts 
were very large from engorgement, tender, and 
painful. The veins over the breasts, chest, neck 
and arms were markedly enlarged. The skin was 
tense, smooth and inflamed. ‘There was no fluctu- 
ation and nothing palpable in the axille. The 
abdomen was slightly distended with gas above the 
uterus. Vaginal examination was negative. X-ray 
pictures of the chest showed nothing abnormal in 
the mediastinum. The patient delivered herself 
spontaneously of a premature child which lived. 
This case is interesting because of its course and 
variety. Mediastinal abscess, aneurysm, and sar- 
coma could be ruled out. The author finally con- 
cludes that it was primary intestinal carcinoma, 


with rapid extension into the mediastinal glands and ° 


tissue. Induction of labor when the child became 
viable would give immediate relief to the mother, 
but the condition appears hopeless. 

W. L. Brown. 


Berard, L., and Dunet, C.: Rebellious Thoracic 
Fistulz Due to Synostoses (Les fistules rebelles 
du thorax bloqué). Presse méd., 1917, p. 545. 


The author describes and illustrates several types 
of callus formed from nuclei of bone chips, etc., 
which result after thoracic or scapulothoracic 
fractures. Such a synostosing callus may involve 
several ribs and form what the author calls a costal 
callus “en lunette.” Such a callus is often infected 
and causes the infection of the adjacent tissues, 
giving rise to rebellious thoracic fistule. Various 
modes of dressing, curetting, or other treatment 
fail to bring about recovery. Surgical intervention 
by a total resection of all the affected tissues is alone 
capable of effectively dealing with these fistule. 
The author describes his technique of incising the 
superficial and bony tissues and dealing with 
purulent collections. W. A. BRENNAN. 


Combier and Hertz: Early Treatment of Septic 
Pleural Effusions Consecutive to Chest Wounds 
(Traitement precoce des epanchements septique de 
la plévre consécutifs aux plaies de poitrine). Bull. 
ct mém. Soc. de chir. de Par., 1917, xliii, 1678. 


In chest wounds showing neither fracture nor 
effusion, the authors have abstained from interven- 
tion. If there is a fractured rib or scapula they 
reduce the fracture and close. If there is a small 
foreign body, it is left; if the foreign body is of con- 
siderable size, it is extracted immediately if easily 
accessible. In other cas.s secondary extraction is 
preferred. 

If there is pleural effusion which cytological 
and bacteriological examination shows to be septic, 
a low incision is made under local anesthesia on the 
posterior axillary line and some centimeters of the 
ninth rib resected. Foreign bodies in the affected 
area are extracted. The pleura is then disinfected 
by means of an intermittent irrigation of Dakin’s 
solution. 

Fifteen cases were treated. There were 12 re- 





coveries, 11 from pleural abscess, and 1 from sub- 
phrenic abscess. In 3 of these cases there was a 
subsequent reinfection of the operative wound 
which had to be disinfected and reclosed. This 
did not prevent complete recovery. Great prudence 
must be used in determining the time of suture. 
It is always necessary to wait until two or three 
successive examinations show the permanency of 
the sterilization of the wound before closing. 

In recovered chronic cases radioscopy shows that 
the costo-phrenic angle is adherent and immobile, 
the diaphragm is raised even in forced inspiration, 
the lung does not penetrate the sinus, the thoracic 


. amplitude is diminished, etc. In early operated 


cases the thorax preserves its form and almost 
normal limits; radioscopy shows a normal permeabil- 
ity of the lung tissue. The value of recovery 
appears therefore to be very much greater in early 
operation. W. A. BRENNAN. 


Cumston, C. G.: The Clinical Symptoms and 
Treatment of Hypertrophy of the Thymus 
Gland. Med. Press & Circ., 1917, civ, 140. 


The clinical symptoms of hypertrophy are: 
(1) functional, characterized by respiratory dis- 
turbances, as persistent dyspnoea, frequent suf- 
focative spasms, usually nocturnal, and occasionally 
spasms of the glottis and stridulous laryngismus; 
(2) physical signs, as cyanotic facies, increased dur- 
ing paroxysms, distended superficial neck veins 
during paroxysm or on crying, forward vaulting 
of the manubrium, abnormal and asymmetrical for- 
ward projection of the upper costosternal area and 
dullness over the latter area. Radiography aids in 
the diagnosis. Radiotheraphy may be used in the 
treatment which, however, is mainly surgical and 
may consist of exothymopexy, resection of the 
manubrium and thymectomy with intracapsular 
enucleation, unquestionably the operation of choice. 

H. H. FReIvicu. 


TRACHEA AND LUNGS 


Patrick, J.: Rupture of the Left Bronchus from 
the Trachea. Brit. M. J., 1917, ii, 359. 

The author reports a case in which the patient 
fell rom an empty service limber whose wheel passed 
over his chest; the patient died within seventy-two 
hours. Postmortem examination revealed a pro- 
found collapse of the left lung which was acutely 
hemorrhagic, an acute generalized pericarditis, and 
separation of the left bronchus from the trachea, the 
tear being through the anterior portion to the 
extent of two-thirds of the circumference. No 
bruising or other evidence of injury were present on 
the skin. H. H. FReIiicu. 


Mann, F. C.: Pulmonary Embolism. J. Exp. Med., 
1917, Xxvi, 387. 


The author divides cases of pulmonary embolism 
into three groups: (1) immediate death occurring 
when only a small portion of the pulmonary cir- 
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culation is obstructed; (2) death caused within a 
few minutes and due to a complete or almost com- 
plete blocking of the pulmonary circulation; 
(3) delayed death, the result of an increase by 
thrombosis of an initial blockage by an embolus of 
a portion of the pulmonary circulation. 

The cause of death in either group 2 or group 3 is 
very evident, he states. The mechanism by which 
death is produced by an embolus which blocks only 
a small part of the pulmonary circulation, group 1, 
is unknown. 

The present investigation was made for the pur- 
pose of determining this unknown factor, a purpose 
the author has not been able to accomplish as it has 
been possible to produce death experimentally only 
by a more or less complete blocking of the pulmonary 
circulation. However, a brief report of the experi- 
ments Mann considers may be of value. 

Most of the experiments were performed under 
ether anesthesia, and.the carotid blood pressure and 
respiration were recorded. The emboli were sent 
into the venous circulation through the right 
femoral vein, with the exception of a few experi- 
ments in which the left external jugular was used. 

The emboli employed were of two I:‘nds. One 
kind was made of paraffin with a melting point of 
about 43° C. It was found that ordinary Christmas 
candles offered ideal material for these. By using 
the different colors it was possible to make each 
embolus distinctive and thus to tell definitely the 
relationship between the time the embolus was sent 
into the circulation and the position in which it was 
found at autopsy. Furthermore, the melting point 
of the candle was such that it became soft and 
would readily mold at body temperature but did 
not form droplets. 

The other kind of embolus was made from the 
animal’s own blood. The left external jugular vein 
and the right femoral vein were dissected free for a 
portion of their course. Blood-vessel clamps were 
placed on them and the exposed portion of the veins 
was allowed to become distended with blood. It 
was then gently crushed with a hemostat, and after 
this a few cubic centimeters of tissue extract or 
blood serum from the same animal were injected 
into the damaged veins. Under these conditions 
large clots formed in the vessels very quickly. 
When the clamps were removed the clots were 
swept into the circulation, the process simulating the 
detachment of a thrombus in a patient. 

The general results of all the experiments were the 


same. It was impossible to produce death or seri-’ 


ously imperil the life of the animal by emboli until 
the pulmonary circulation was greatly obstructed. 
Some emboli passed from the femoral vein to a 
branch of the pulmonary artery without producing 
any effects either on blood-pressure or heart-beat. 
Usually, however, there was a slight drop in the 
blood-pressure at the instant the embolus passed 
through the heart. This drop simulated that of a 
momentary inhibition of the heart, Mann states. 
Section of the vagi, however, did not prevent it, 


and he considers that in all probability it was due 
to a passage of the embolus through the pulmonary 
valves. This was quickly recovered from, and the 
blood-pressure usually maintained a practically 
uniform level until many emboli had been sent into 
the circulation. 

The first effect of the emboli that Mann noticed 
was an increase in the venous pressure. The ab- 
dominal veins stood out prominently, and small 
veins severed in the operative procedure which did 
not bleed at the time of section began to bleed after 
the passing of a few emboli. Later, blood-pressure 
decreased, in some experiments suddenly; in others 
it fell to zero slowly. The sudden drop was usually 
found to be due to a sudden blocking of the pul- 
monary artery, while in the gradual drop the 
emboli had blocked most of the pulmonary branches, 
and blood clots had formed around them. Respira- 
tion was unaffected until blood-pressure began to 
decrease. Then it usually increased in both rate 
and amplitude. The blood-pressure usually 
reached zero before respiration ceased. 

Mann deemed it possible that general anesthesia 
was a factor. To obviate this, in a small series of 
animals the operative procedures were done under 
local anesthesia. The results were the same as 
when ether was employed. 

In a few experiments the emboli were sent in 
under sterile conditions. When very manv emboli 
were employed, the animal either died on the table 
or a short time afterward, or developed infarction 
of the lungs. When only a few emboli were em- 
ployed the animal was not affected. 

Death from pulmonary embolism, Mann states, 
usually takes place in relatively strong patients 
when they attempt to leave the sickroom at the 
beginning of convalescence. They are usually 
active at the time of death. To simulate this con- 
dition, a strong animal was fasted for several 
hours and the emboli passed into the circulation 
immediately after a period of intense exercise. The 
results of this experiment were also negative. 

As a result of his experiments, Mann found that 
emboli made of paraffin and the animal’s own blood 
sent into the venous circulation of dogs did not 
produce death until the pulmonary circulation was 
practically occluded, and the results were the same, 
whether the blood-pressure of the animal was 
normal or depressed by ether or disease, and 
whether the procedure was carried out under ether 
or local anesthesia. GeorceE E. BEILBy. 


Ringer, P. H.: Analysis of Thirty Cases of Pul- 
monary Tuberculosis Treated by the Induction 
of Artificial Pneumothorax. Am. J. M. Sc., 
1917, Cliv, 380. 

The induction of artificial pneumothorax aims 
to compress the lung in an “air splint,” this air 
splint consisting of nitrogen gas allowed to flow 
between the parietal and visceral layers of the 
pleura. Cases suited for this treatment are either 
those wholly unilateral or those with severe involve- 
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ment on one side and comparatively insignificant 
disease on the other. 

In his work the author has used exclusively the 
puncture method of Forlanini. The procedure has 
been used in 30 cases. The following results were 
obtained: 

1. Complete success in 7 cases, or 23.3 per cent. 

2. Complete success in stopping hemorrhage in 
3 Cases, or Io per cent. 

3. Partial success, with treatment still in progress, 
in 2 cases, or 6.6 per cent. 

4. Prolongation of life for an appreciable period 
in 4 Cases, or 13.3 per cent. 

5. Failure in 14 cases, or 46.6 per cent. 

If headings 1 and 2 are considered together the 
percentage of successful attempts is raised to 33.3 
per cent. In the series 4 cases were compressed to 
stop profuse bleeding and 3 of the 4 were complete 
successes. In the fourth case the bleeding was 
stopped but the patient was so exsanguinated that 
death occurred three days later. 

Causes assignable to failure in 46.6 per cent of the 
cases are: 

1. Pocket formation with surrounding adhesions 
so dense as to preclude any appreciable amount of 
collapse when a small amount of gas was injected, in 
5 cases or 35.7 per cent. 

2. Adhesions so dense as to obliterate pleural 
space in 5 cases, or 35.7 per cent. 

3. Compression obtained to a decided degree, 
but no result apparent, probably because of deep- 
seated undiscovered disease in the opposite side in 
2 Cases, Or 14.2 per cent. 

4. Development of tuberculous pneumonia on 
the other side, in 1 case, or 7.1 per cent. 

5. Exhaustion after obtained collapse with pa- 
tient too near death to rally, in 1 case, or 7.1 per 
cent. Adhesions were responsible in 71 per cent of 
the failures. V. C. Hunr. 


PHARYNX AND CSOPHAGUS 


Razzaboni, G.: Experimental Researches on 
(sophageal Autoplastics (Ricerche sperimentali 
sull autoplastica esofagea). Policlin, Roma, 1917, 
xXiv, sez chir., 417. 

The author has already published the results of 
some experimental work on the possibility of free 
homoplastic cervical cesophageal grafting. His 
present experimental work deals with the pos- 
sibility of repairing extensive losses of the cesophag- 
eal walls by means of free autoplastic grafts of 
fascial muscular peritoneal strips. The experi- 
mental work has been done on dogs. A median 
laparotomy was done and strips through the recti 
muscles taken comprising peritoneum, aponeurosis 
and some muscular fascia. A part of the cesophag- 
eal wall was resected and the breach filled with 
the auto-graft marginally sutured with very fine silk. 
The strictest pre- and postoperative precautions 
were observed. Eight experimental tests were made. 

From the results the author thinks that in the 
cases where an attachment of the autoplastic grafts 


was verified, the result must be interpreted as an 
indirect phenomenon. The experimental results 
cannot in truth demonstrate the persistence of the 
vitality of the transplanted tissue, but point rather 
to a probable autolysis. There can be demonstrat- 
ed an activity and a profuse and very vascular 
connective tissue growth from the healthy cesophag- 
eal walls tending to invade the graft which ap- 
parently acts passively only. 

But in every case it can be affirmed that a large 
loss of cervical cesophageal substance, such as is 
not susceptible of repair by simple suture, can 
be advantageously filled with a free autoplastic 
graft of a fascial muscular peritoneal strip, which 
on being attached, renders the re-integration of the 
continuity of the oesophageal walls possible, and 
which is always followed by a more or less accentu- 
ated degree of stenosis. This, however, is not or- 
dinarily sufficient to impede or at least to render 
very difficult the deglutition of ordinary food. 

W. A. BRENNAN. 


Friedenwald, J., Cotton, A., and Harrison, A. C.: 
Report of a Case of Huge Dilatation of the 
(sophagus. South. M.J., 1917, xX, 717. 

The author reports a case of very marked dilata- 
tion of the oesophagus in a brakeman, 40 years old, 
who had been troubled for eighteen years with 
regurgitation of food shortly after eating, and more 
or less so-called indigestion. X-ray examination 
revealed enormous dilatation with marked retention 
for 24 hours and to a slight degree for 48 hours. 
Attempts at dilatation of the cardia with olive 
bougies were unsuccessful, as the swallowed silk 
thread would not pass through the stomach, due to 
pylorospasm. Gastrotomy was done but the pa- 
tient died. Autopsy findings demonstrated a fusi- 
form dilatation of the oesophagus, which held 1,750 
ccm. of water. 

The unusual features of the case were: (1) the 
extensive ‘dilatation of the oesophagus; (2) the in- 
ability of the silk thread to pass through the 
pylorus. H. H. Fretvicu. 


Derr, J. S.: Cardiospasm Resembling Malignant 
Stricture of the @sophagus. Am.J. Roentgenol., 
1917, iv, 477- 

The patient complained of digestive and genera 
disturbances which were thought to be reflex in 
character associated with an incipient carcinoma of 
the cervix uteri. After recovery from a pan- 
hysterectomy there was a recurrence of the old 
symptoms such as interference with the ingestion of 
food, inability to retain same, and loss of weight. 
A roentgen examination with an opaque meal re- 
vealed a constriction at the cardiac end of the 
cesophagus. There was much dilatation and reten- 
tion was observed twenty-two hours after ingestion 
of the meal. A tentative diagnosis of organic 
stricture, probably malignant, was made. Treat- 
ment by bougie dilatation was practiced and another 
roentgen examination made nine weeks later. The 
plate again showed a residue of the meal in the 
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cesophagus 30 minutes after ingestion nearly as 
large as in the first examination. A positive diagno- 
sis of cardiospasm was made at this time and Plum- 
mer’s hydrostatic dilator brought complete relief 
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after three treatments. A subsequent roentgen 
examination revealed no trace of the meal in the 
cesophagus fifteen minutes after its ingestion. The 
patient is symptomatically well. Apotpa Hartunc. 


SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 
Marotta, R. A., and Landivar, A. F.: Cavernous 
Angioma of the Tendon of the Abdominal 
Superior Oblique Muscle (Sobre un caso de 
angioma cavernoso del tendon del oblicuo mayer 
del abdomen). Prensa méd. argent., 1917, iv, 107. 


The authors relate a case of primary cavernous 
angioma of the tendon of the superior oblique muscle 
of the abdomen which he states is unique in medical 
literature. The only case approaching it is one 
reported in 1897 by Riethus in which there was a 
secondary angiomatous invasion of the Achilles 
tendon. In an article published by Weil of Breslau 
in 1913 mention is made of certain peritendinous 
angiomata, but in no case did the neoplasm invade 
the tendon, which could easily be preserved in the 
surgical removal of the tumor. 

In the case reported by the authors the external 
oblique muscle of the abdomen showed in its ten- 
dinous part a tumor of ovoid form of soft consis- 
tency, the size of an almond, of clear azure hue, 
and firmly adherent to the tendon in the fibers of 
whichit wasintimately merged and not encapsulated. 
Its surface was irregular, due to the presence of 
a series of nodules of varying size. The case oc- 
curred in a woman of 23 years and was diagnosed 
before operation as a cavernous angioma of the 
muscles of the anterolateral abdominal wall. 
Histologic examination verified the nature of the 
tumor. W. A. BRENNAN. 


Graham, M. P.: Tuberculous Peritonitis. J.- 
Lancet, 1917, xxxvii, 605. 

‘ Tuberculous peritonitis is either a chronic or an 

acute inflammation of the peritoneum caused by the 

tubercle bacillus, and characterized by more or less 

irregular clinical manifestations, such as pain, fever, 

tympani, tenderness and ascites. 

The disease occurs as early as three years and as 
late as seventy years, most frequently between 
twenty and forty. It predominates in negroes. 
Women are more susceptible than men. 

The tubercle bacilli may gain entrance to the 
peritoneum in five ways: (1) by lymphatics and 
glands; (2) through ulcers of the intestine; (3) 
through the intestine without any demonstrable 
atrium; (4) through the urogenital organs; (5) 
through the portal circulation. 

The focus of infection is generally either the 
appendix, fallopian tube, lower ileum, or cecum. 
Tuberculous peritonitis is more common in persons 
having foci elsewhere in the body. 

Pathologically there are three varieties: the 
acute miliary type with serofibrinous or blood 


exudation, the chronic ulcerative variety, and the 
chronic fibroid type with many adhesions and 
thickened peritoneum with increased blood supply 
and shreds of lymph. 

The symptoms are variable; there may be no 
symptoms until the disease is well advanced. There 
may be only a languid, tired feeling, poor appetite 
and rather full abdomen. In a typical case there is 
afternoon temperature r1or° to 104°, night sweats, 
loss of weight, large abdomen and usually abdominal 
pain or discomfort. Tympani is usually present 
except in cases where the ascites is great. 

The diagnosis may be easy or difficult, usually 
aided by evidence of tuberculosis elsewhere in the 
body. The tuberculin test will help. The acute 
form must be differentiated from appendicitis, 
strangulated hernia, intestinal obstruction, and 
typhoid fever. The chronic forms must be differ- 
entiated from cirrhosis of the liver, ovarian cyst, 
and cancer of the peritoneum. 

The prognosis depends upon the extent of the 
infection, virulence of the organism, the resistance 
of the patient, and the amount of associated tuber- 
culous lesions elsewhere in the body. Fifty per cent 
are cured by medical measures and a large part of 
the remainder by surgical intervention. The mor- 
tality is high in those cases in which a generalized 
miliary tuberculosis is found. 

The treatment, whether medical or surgical, 
should be on the general principles of treatment of 
tuberculosis. The good results of surgery are due 
to removal of the focus of infection, release of 
tension and extra fluids, and stimulation of the 
peritoneum to greater bacteriolytic activity. Open- 
ing the abdomen and emptying it of its fluid aids in 
the recovery, and 60 to 70 per cent of tuberculous 
peritonitis can be cured by surgery. 

Some operators favor operation with drainage, 
others without drainage; the majority favor the 
latter view. From a prognostic standpoint it is 
important not to get a secondary infection or a fecal 
fistula. The focus of infection, such as the appen- 
dix, tube, etc., should be removed. Kelly recom- 
mends four grains of iodoform in the abdominal 
cavity; Davis uses one ounce of 1 per cent formalin 
in glycerine. 

It is agreed that tuberculin is as valuable for 
tuberculous peritonitis as tuberculosis elsewhere. 
There are two methods of controlling its use, by the 
opsonic index and by temperature control. In the 
opsonic index method the dose is begun very small, 
and doubled each time. It is given daily, every 
second day, or semi-weekly, as long as the tempera- 
ture rise is not too great and the opsonic index is 
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increasing. In the temperature control method 
continued small doses are given. It is claimed to 
be just as effective and more safely administered. 
St. Clair never went over 1/300 mg. and rarely over 
1/500 mg. Some give about 2 mg., and even as 
high as 10 ccm. have been given. The rise in 
temperature occurs within forty-eight hours after 
the injection. If there is no fall in temperature 
after seventy-two hours the tuberculin should be 
discontinued. If the amount of albumin in the 
urine remains low or is decreasing, the tuberculin 
dosage can be increased. 

Contra-indications for use of tuberculin are: 
(1) weak and emaciated patients; (2) mixed infec- 
tion cases of the third stage; (3) haemorrhages; 
(4) heart disease; (5) marked increase of pulse rate 
continuous with its use; (6) marked loss of weight 
with its use; (7) complications, as diabetes, nephritis, 
cirrhosis, etc. 

Peritonitis, joint tuberculosis, lymph gland and 
meningeal tuberculosis, and lupus should be treated 
with Koch’s old tuberculin, while pulmonary tuber- 
culosis is probably not so much benefited by old 
tuberculin. ; 

Mendel advocates arsenic with tuberculin. 
Murphy states that tuberculin and the X-ray was 
the treatment of tuberculous peritonitis in many 
cases. Bandlier in 500 cases with tubercle bacilli 
in sputum reports that the sputum was negative 
in 64.9 per cent of the cases after six months of 
tuberculin treatment. 

Tuberculin acts as a whip to the natural powers 
of protection. About o.cot mg. of old tuberculin is 
a safe beginning dose. The dose can be safely 
doubled till o.1 mg. is reached and then raised 
cautiously to 1 mg. if there is no reaction. The 
reactions are general, focal and local. The aim is 
to get the greatest amount of focal reaction without 
general reaction. V. C. Hunt. 


Ruffo, V.: Surgical Treatment of Tubercular 
Peritonitis (Trattamento chirurgico della periton- 
nite tubercolare). Riforma med., 1917, xxxiii, 636. 


Ruffo gives a short' historical résumé of the sur- 
gical treatment of tubercular peritonitis since Spen- 
cer Wells in 1862 performed the first laparotomy for 
this condition. 

The author gives the details of two cases operated 
by Salvia in 1894 for tubercular peritonitis; one 
of these cases was of encysted form. The author 
reports both these patients now in perfect health. 

While surgeons today are all in accord with re- 
gard to intervention in peritoneal tuberculosis, 
there is disagreement as to the procedure to be fol- 
lowed, whether simple puncture, simple laparotomy 
or laparotomy with consecutive peritoneal lavage. 

Cecherelli attributes vast importance to lavage 
and considers it absolutely necessary, as it is the 
fundamentally useful factor in the surgical act. 
Ruffo, however, holds that lavage, though not 
possessing the great value attributed to it by 
Cecherelli, is yet harmless unless substances are 


used which upon absorption may be detrimental 
to the organism. It may be used in every anatomic 
variety of tuberculous peritonitis and is absolutely 
indicated in these forms in which purulent diffused 
or circumscribed collections accumulate toxic 
matters. If not yet absorbed, these are easily 
removed by peritoneal lavage. 

The author reviews the various substances used 
in peritoneal lavage; also the various anatomic and 
clinical varieties of tubercular peritonitis. He is 
inclined to think that operation is indicated in all 
forms except where the tuberculosis involves the 
lungs or is spread to many viscera or where the 
general state does not permit an operation. 

W. A. BRENNAN. 


Wohl, M. G.: Carcinoma of the Umbilicus. Boston 
M.& S.J., 1917, elxxvii, 442. 

The author reports the case of a woman 62 years 
of age who for about six months had observed a 
tumor growing at the umbilicus; it had grown to the 
size of anorange. The patient had been constipated 
for several years and had been troubled with a good 
deal of belching but no vomiting. She had lost 
20 pounds in weight during the previous six months. 
The mass which was adherent to the transverse 
colon was removed, necessitating the removal of 
8 inches of the colon. Iliocolostomy was performed. 
A mass the size of a duck’s egg, cauliflower in appear- 
ance, was removed from the sigmoid, where it was 
implanted without involving the intestinal wall. 
The patient died of peritonitis. Microscopic ex- 
amination proved the tumor to be an adeno- 
carcinoma. It was secondary in the umbilicus from 
the intestine. Car R. STEINKE. 


GASTRO-INTESTINAL TRACT 


Rehfuss, M. E.: Gastric Infection. Med. Clin. N. 
Am., 1917, i, 333- 

There are four reasons why the stomach normally 
resists infection: 

1. The acid secretion is inhibitory, if not actually 
destructive, to bacterial growth. 

2. A thin, mucoid protection to the mucous 
membrane serves as a barrier against infection. 

3. The organ in health is constantly shifting its 
contents, so that the infected material introduced 
fails to gain a foothold on the gastric wall. 

4. The excessive vascularity of the gastric wall, 
with its cavity, gives an efficient drainage on all 
occasions. 

Probably the most important single condition 
which is conducive to infection is the reduction or 
disappearance of gastric acidity. 

The author reports the case of a patient whose 
chief complaints were swollen feet, and distention 
and belching after eating, but no actual pain, nausea, 
nor vomiting. He had lost 25 pounds during one 
year, his appetite was poor and he had become ob- 
stinately constipated. A few weeks previous a 
diffuse purpuric eruption had occurred on the arms 
and legs. 

















Examination disclosed two important points, 
a more or less generalized purpura, particularly 
severe in the lower extremities, and a general 
tenderness in the epigastrium, not confined to any 
one point and unassociated with muscular rigidity. 
All the fractional specimens, without exception, 
contained large numbers of bacteria practically 
identical, a Gram-negative, non-motile bacillus. 
The persistence of the presence of organisms in 
different samples, their similarity in each instance, 
the presence of the organisms after lavage, and 
the evidence of direct mucosal disturbances, seemed 
to indicate the stomach as the primary or, more 
probably, secondary focus of infection. 

The fractional tube not only lends itself to a diag- 
nosis of this condition, but it paves the way for a 
rational treatment. If there is infection, two 
methods suggest themselves, i.e., the use of direct 
disinfection, and the isolation of the causative or- 
ganism and the preparation and administration 
of a vaccine. Both of these methods have been 
used by the author. and in practically every case 
he has resorted to the first method. On a few 
occasions vaccines have been prepared. In one 
case due to a catarrhal infection, the effect was 
most favorable. 

The method of gastric disinfection is as follows: 
The fractional tube is passed into the empty stomach 
and the entire residuum removed. The stomach 
is then irrigated with an alkaline solution of bicar- 
bonate of soda or a weak solution of the various 
alkaline antiseptics, such as liquor antisepticus 
alkalinus, and finally by distilled water. This is 
followed by the direct instillation of the disinfectant 
into the stomach through the tube. For this pur- 
pose nitrate of silver, the colloidal iodide of silver, 
argyrol and protargol is used, as well as hydrogen 
peroxide. The first two have commended them- 
selves to the author. He uses % gr. of nitrate of 
silver in several ounces of water, allowing the solu- 
tion to remain five or ten minutes in the stomach, 
after which part of the solution introduced is as- 
pirated and the rest allowed to remain and ex- 
ercise a continued action in the stomach. 

Epwarp L. CorNELL. 


Kelly, D.: Some Notes on Cases of Perforated 
Gastric and Duodenal Ulcers. Med. J. Aus- 
tralia, 1917, ii, 163. 

The author observed ten cases of perforated 
gastric and duodenal ulcers occurring in males 
between the ages of twenty-four and forty-nine. 
All gave a history of chronic indigestion. The 
symptoms as stated were associated with periods 
of remission, and all were relieved by the ingestion 
of soda. Vomiting was not an associated symptom. 
The perforations were induced by overfilling the 
stomach with food or drink. Sudden acute abdom- 
inal pain was the first symptom, followed by rigidity 
of the abdomen. 

Before opening the peritoneum the space above 
it was filled with saline solution, and the peritoneum 
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was nicked; if perforation of any hollow viscus 
occurred, gas was seen to bubble through the saline. 
In the author’s cases, the perforations were all on 
the anterior wall, five on the stomach, three on the 
duodenum. The author does not recommend 
gastrojejunostomy, but performs it later if there 
are indications of obstruction. Excision was not 
done; closure of the perforation by Lembert’s 
suture, swabbing out the abdomen and drainage 
were practiced in his series of cases. One patient 
had suffered from hiccough for fifteen hours, but 
was relieved after removal of the drainage tube, 
which the author believed produced pressure on the 
diaphragm. M. A. BERNSTEIN. 


Wilensky, A. O.: A Consideration of the Causes 
of Recurrent Symptoms After Operation for 
Gastric and Duodenal Ulcer. Am. J. M. Sc., 
1917, Cliv, 387. 

All postoperative symptoms after gastro-enteros- 
tomy for ulcer of the stomach or duodenum are not 
necessarily caused by the persistence of the original 
ulcer or the recurrence of it or similar new ulcerations; 
they arise much more frequently from other causes. 

Symptoms may be due to disturbances in the 
physiology brought about by new anatomical 
arrangements; these are usually initiated or ag- 
gravated by poorly prepared or ill-suited food. 
Symptoms are also due to disturbances in healing of 
the stoma, to badly placed or improperly made 
stomata, or to partial or complete obliteration of the 
stoma when stomach hasbeen unilaterally excluded. 

Symptoms are due also to associated lesions in 
other organs; or to lesions in the spinal cord or 
peripheral nerves, as the vagus. They may also 
be due to adhesions or hernia in the abdominal 
cavity or in the abdominal scar. 

On the whole these may be classified as arising 
from an anatomical or functional cause, and fre- 
quently it is difficult to make the decision before 
an exploratory operation is made. 


Pauchet, V.: Surgical Treatment of Gastro- 
Coloptosis (Gastro-coloptose; traitement chirurgi- 
cal). Rev. gén. de clin. et de thérap., 1917, Xxxi, 545. 

While abdominal ptosis may be general, a ptosis 
by descent of the stomach and transverse colon is 
more frequent. This is the form especially dealt 
with by Pauchet. It is more prevalent in woman 
and is principally due to corset-wearing, preg- 
nancy, or thinness. In obesity the abdominal 
organs are in a state of equilibrium. When fat dis- 
appears there is too much space in the abdomen, 
the ligaments stretch and the viscera fall. The 
gastro-coloptosis syndrome,— constipation, cardial- 
gia, dyspepsia, loss of flesh and neurasthenia, is the 
consequence of the fall of the viscera and is prin- 
cipally due to traction on the solar plexus and on 
the descended intestine. 

The author discusses some types of gastro- 
coloptosis and the pathological conditions which it 
may simulate. 

For the relief of this condition several surgical 
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methods have been suggested, viz., gastrohepatic 
suspension, great omentum suspension and gas- 
tropexy. This last method has been practiced 
several hundred times by Rovsing with encouraging 
results. 

Pauchet has followed Rovsing’s method in 25 
cases. The abdominal incision is made under local 
anesthetic followed by exploration and _ colo- 
epiploic exposure of the posterior face of the stom- 
ach; fixation of the transverse colon to the large 
curvature of the stomach is done; the sutures are 
passed into the wall of the stomach and then into 
the abdominal wall and fixed. Results have been 
good in his cases. ‘There was only one death due: 
to acetonemia and anuria. Rovsing had a mortality 
of 1.7 per cent. As regards end-results, both 
Rovsing and Pauchet found that three-fourths 
of their patients recovered sufficiently to resume 
their normal activity. Half were cured of con- 
stipation by operation. In the others massage, 
gymnastics and paraffin injections have been 
necessary. 

Pauchet concludes that gastropexy gives very 
good results in three-fourths of the cases. Of the 
remaining one-fourth there is no result in one-half, 
and the other half show some improvement. 

W. A. BRENNAN. 


Torrance, G.: Intussusception in Children. N.Y. 
M. J., 1917, cvi, 400. 


Intussusception is essentially a disease of child- 
hood. The diagnosis can frequently be made from 
the mother’s story. The sudden onset of symp- 
toms, vomiting, pallor and sudden acute pain in the 
abdomen, and usually in the first twelve hours the 
appearance of blood in the stools will differentiate 
this lesion from colitis, the only condition to be 
ruled out. 

X-ray pictures may be used to show the intus- 
susception. The tumor felt by rectum is very often 
a late finding. The author quotes from Ladd, who 
says that this condition occurs in healthy and well- 
nourished children under one year of age. It 
sometimes follows whooping cough and one case is 
reported caused by round worms. 

In one series of 46 cases a large percentage gave 
a history of either marked constipation or diarrhea, 
The author believes that operation should be the 
only treatment considered, and advises a right 
rectus incision thus exposing the iliocecal junction. 
Reduction is successful in from eighty to ninety 
per cent of cases. Various authors are quoted; 
some suggest the suturing of the head of the 
cecum to the pelvic peritoneum and ileum to 
the ascending colon. Others maintain that it is 
not necessary to take special means to prevent re- 
currence. 

The recurrences are infrequent and are found 
mostly in those cases where the cecum is not fixed 
at time of the previous operation. The mortality 
is very highin cases operated upon after seventy-two 
hours. P. H. Kreuscuer. 


Mayo, W. J.: Diverticulitis of the Large Intestine. 
J. Am. M. Ass., 1917, Ixix, 781. 

Portions of the large intestine have been resected 
for diverticulosis in 42 cases reported by the author. 
In 36 the sigmoid was involved, in one the trans- 
verse colon, in one the ascending colon, in one the 
hepatic flexure and cecum, in one the rectosigmoid 
junction and in two the rectum. The diverticula 
were all of the acquired variety; that is, the mucous 
coat pouched through small openings in the mus- 
culature in contradistinction to true diverticula 
of the congenital, traction, or pulsion types in which 
all the intestinal coats cover the sac. The divertic- 
ula were multiple and occurred at any weak point 
in the circumference of the colonic wall, such as vessel 
holes or muscle defects. From one to eight inches 
of the intestine were. seriously involved, although 
much longer stretches showed a diverticulous ten- 
dency. Hardened masses of faces were often 
found in the distal extremity of the narrow-necked 
diverticula, although, as a rule, only one or two of 
the diverticula were directly responsible for the 
existing diverticulitis and peri-diverticulitis. 

The symptoms closely resembled those of ap- 
pendiceal inflammation, with the marked difference 
that in the great majority of instances the dis- 
order was on the left side of the abdomen. It is 
altogether probable that most of the reported 
cases of so-called sigmoiditis are examples of 
diverticulitis. In many cases increased deposit 
of fat in the abdominal cavity undoubtedly had 
some influence on the development of the di- 
verticula, especially if there had been a tendency 
to the formation of intestinal gases. The average 
duration of symptoms was two years; the longest 
was twelve years, the shortest seven days. 

In 34 of the 42 patients a sensitive tumor was 
present in the left iliac fossa during the attack, 
which was attended by localized peritonitis and 
often by intestinal obstruction. In two patients 
diverticula were found in the rectum. Twenty 
patients had pain in the left iliac fossa. In 32 
constipation was marked. 

Clinically, cases of diverticulitis may be readily 
classified into four groups: (1) self-limiting divertic- 
ulitis and peri-diverticulitis; (2) diverticulitis and 
peri-diverticulitis with formation of abscess re- 
sulting in enterovesical, enterocutaneous and other 
fistula; (3) obstruction; (4) carcinoma developing 
on a diverticulum. 

Of 42 patients with diverticulitis, with and with- 
out carcinoma, on whom resections were done, 14 
per cent died within four weeks as the result of the 
operation. Although the mortality was high, it 
must be taken into consideration that these pa- 
tients were usually adipose, and it was often neces- 
sary to operate during the stage of obstruction, 
infection, etc. A large majority of the fatalities 
occurred in the earlier period, when it was believed 
that the tumefaction was due to carcinoma and 
extensive dissection seemed to be indicated. 

It is of great value to be able to differentiate 
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between diverticulitis and carcinoma; in diverticu- 
litis the removal of the mass of tissue, which would 
be essential in carcinoma, is not necessary. When 
a primary resection was made, an end-to-end union 
was employed, but as a rule it was found wise 
either to suture the anastomosed area well up into 
the peritoneum and leave the suture line exposed 
or to pass a folded strip of rubber tissue entirely 
around the anastomosis to suspend it in the wound, 
as there was a tendency to late infections. Unless 
provision was made for drainage, slowly progressing 
peritonitis occasionally caused death. To provide 
against gas pressure a good-sized rubber tube was 
sometimes passed by way of the rectum entirely 
through and well above the anastomosed area and 
fastened with a single suture to the anus. 
Epwarp L. CorNELL. 


Long, J. W.: Acute Appendicitis with Peritonitis; 
Cases that Should Not be Drained. South. M. 
Js 198%, KX, S65; 

The author, in discussing this condition, calls 
attention to the fact that as soon as infection in- 
vades the appendix, the peritoneum immediately 
begins pouring out a straw-colored serous fluid, 
which is rich in antibodies and leucocytes, this 
fluid being sterile until the infection reaches the 
free peritoneal cavity. 

He reasons, therefore, that this protective fluid 
is of real benefit to the patient in helping to over- 
come infection, and its removal takes away a strong 
protective barrier. 

The author hesitates to lay down a fast rule as 
to when drainage may be omitted, but does not 
consider a gangrenous appendix per se a positive 
indication for drainage; he rather depends on the 
morale of the patient. In very questionable cases, 
he advocates drainage, and drainage always in 
thrombosis of the appendiceal vessels. A large 
quantity of fluid indicates omitting drainage, the 
character and odor of the effusion being the de- 
termining factors. L. H. Hirts. 


Abt, I. A.: Appendicitis in Infants. Arch. Pediat., 
1917, XXXiv, 641. 

The author reviews 80 cases of appendicitis in 
infants under two years of age which he has col- 
lected from literature. There were 20 cases under 
three months of age, among which were 2 possible 
instances of prenatal appendicitis. In children 
from three to six months of age there were 6 recorded 
cases; 11 cases in children from six to twelve months; 
40 cases in children from one to two years. Of 
this number 25 were males, 8 females and 7 were 
without record of sex. 

Muscle spasm or rigidity 6f the right rectus muscle 
may be present early but is difficult to elicit. 
Nausea and vomiting are usually present a short 
time before the onset of the pain, though these 
symptoms tend to cease when the stomach is 
emptied by vomiting. They tend to re-appear 
when perforation occurs, when abscess forms, or 





GENERAL SURGERY — SURGERY OF THE ABDOMEN 33 


when intestinal paresis exists. Manifest chill is 
infrequently noted in the first stage of the disease. 
Temperature is unreliable. It may be high, or in 
some instances may be subnormal. Pulse usually 
corresponds to the temperature. Constipation is 
the rule among the more severe types; diarrhoea 
occurs in the milder types, though both conditions 
may be present, one alternating with the other. 
Heredity is an etiological factor and it is assumed 
that in such cases there is a peculiar inherent 
structural weakness of the lymphoid tissue of the 
appendix. Traumatism or diseases of the alimen- 
tary tract occasionally play a part in the production 
of appendicitis. It may also occur after erysipelas, 
scarlet fever, pulmonary and pleural infections, and 
tonsillitis. Foreign bodies, such as worms in the 
appendix, may bear a direct causal relation. The 
blood examination in almost every case shows a 
polymorphonuclear leucocytosis. Tenderness at 
McBurney’s point, if it can be elicited, is of diag- 
nostic importance. When there is palpable resist- 
ance on the right side, in the presence of other 
symptoms, the diagnosis of appendicitis should be 
suspected. E. B. FREILICH. 


Hartwell, J. A.: Carcinoma of the Splenic Flexure 
of the Colon. Ann. Surg., Phila., 1917, Ixvi, 339. 


After an extended study of the subject of car- 
cinoma of the splenic flexure of the colon or its 
immediate proximity, Hartwell draws the following 
conclusions: 

1. The splenic flexure is the third most common 
site for the growth of colonic cancer. 

2. This growth tends to the production of ob- 
struction with indeterminate premonitory symp- 
toms. 

3. This complication occurs acutely in nearly 
three-fourths of the cases coming to operation. 

4. A recognition of the foregoing facts, and 
a more careful detailed study, with possibly an 
exploratory operation, should lead to an early 
diagnosis in a majority of the cases, and thus fore- 
stall acute complications. 

5. The probable operative mortality of all cases 
up to the present time is over 60 per cent, and the 
percentage of the prolonged cures is exceedingly 
low,—10 to 25 per cent. 

6. These appalling results are largely due to de- 
layed diagnosis and improper mode of attack. 

7. The latter should follow the principle of the 
two or more stage operation with provision for 
external colonic drainage, either preliminary or at 
the time of resection; always preliminary in the 
presence of serious obstruction or abscess formation. 

8. The distal portion of the transverse colon, 
the flexure and the entire descending colon must 
be resected in order to obtain the requisite conditions 
for secure anastomosis with ultimate patency of the 
colonic lumen. 

9. Notwithstanding the meager success thus far 
obtained, attention to the lessons learned from the 
successes and failures of those who have worked in 
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this field justifies the hope that this lesion may be 
as satisfactorily dealt with as cancer in other parts 
of the body. G. W. Hocnrem. 


Swayne, W. C.: Rectal Diverticula as a Causative 
Factor in Pelvic Inflammation in Women. 
Bristol M.-Chir. J., 1917, XXxv, Qt. 


Diverticula occur most frequently in the sig- 
moid, descending colon, and peritoneal covered 
portion of the rectum. These diverticula are 
actual herniz in the wall of the intestine, at the 
points of attachment of the appendices epiploicae, 
with protrusion of the mucous membrane. They 
commonly contain fecal concretions; perforation 
is not an uncommon complication. 

The author cites 2 personal cases, in one of which 
perforation had taken place leading into the bladder. 

Operation aims at ligature of the pedicle of the 
diverticulum and invagination, but inasmuch as 
multiple diverticula usually exist, frequertly im- 
bedded in adhesions, and the disease occurs chiefly 
in elderly females, the operative risk is great. 
Medical treatment is of no avail. Diverticulitis 
should be considered as a possible factor in all 
pelvic inflammation of obscure origin. 

LisTER TUHOLSKE. 


LIVER, PANCREAS, AND SPLEEN 


Bodenstab, W. H.: The Diagnosis of Gall-Bladder 
Disease. J.-Lancet, 1917, xxxvii, 591. 


Cancer of the gall-bladder or ducts, rupture of the 
gall-bladder, empyema of the gall-bladder, suppura- 
tive cholangitis, abscess of the liver, hepatitis, 
pancreatitis, etc., can be averted by an early diagno- 
sis and operative treatment. 

The diagnosis of gall-bladder disease rests almost 
entirely with the anamnesis. Many cases of 
cholecystitis or cholelithiasis are mistaken for dis- 
eases of the stomach, because of their reflex symp- 
toms referable to the stomach, but bearing no food 
relation. 

In a series of 452 cases, 311 had stones, and 141 
cholecystitis without stones. Tenderness, the most 
constant symptom, was present in over 85 per cent 
of the cases with stones and 93 per cent of the cases 
without stones. Vomiting occurred in 80 per cent 
of the cases of cholelithiasis and 45.5 per cent of the 
cases of cholecystitis without stones. Belching was 
present in 79.5 per cent of cases with stones and 70.9 
per cent of cases without stones. Dyspnoea during 
the attack occurred in 70.8 per cent of the former 
group and in 39.7 per cent of the latter group. The 
sensation of impending death is a very frequent sign. 
Radiating pain occurred in 71 per cent of cases with 
stones and 39.7 per cent of cases without stones. 
Reflex symptoms of digestive disturbance were 
present in 29 per cent of the first group and 41.8 per 
cent of the second group characterized by no definite 
food relation. Twenty-three per cent of the stone 
cases and 8 per cent of cases without stone gave a 





history of jaundice. Many of the cases had bile 
in the urine the first twenty-four hours after an 
attack. 

In the series stones were found in the proportion 
of 1 male to 9 females, while 31 males and 110 
females had cholecystitis without stones. The 
gastric acidity varies from a hydrochloric deficiency 
to 100. Eighty-eight per cent of the first group and 
94 per cent of second group had attacks both day 
and night. 

The five cardinal symptoms of cholelithiasis are: 
radiating pains, vomiting, belching, dyspnoea and 
prostration. 

The author’s experience with the X-ray in diagno- 
sis of gall-stones has not been encouraging. In 90 
per cent of all cases of cholecystitis and cholelithiasis 
a correct diagnosis can be made from the history 
alone. V. C. Hunt. 


Scachner, A.: Anomalies of the Gall-Bladder and 
Bile Passages, with Report of a Double Gall- 
Bladder and a Floating Gall-Bladder. Mary- 
land M. J., 1917, 1x, 211. 


The author quotes cases demonstrating cach of 
the following anomalies, having gathered his data 
from literature and from personal communications 
from a number of surgeons and hospital authorities: 
double gall-bladder, bilobed gall-bladder, diver- 
ticulum of gall-bladder; relating to location of gall- 
bladder: intrahepatic, left sided  gall-bladder, 
transposition of viscera, floating gall-bladder; also 
absent gall-bladder, and hour-glass stomach. 

Among the cases reported were those of a double 
gall-bladder and a floating gall-bladder; these came 
under the author’s personal observation. 

H. H. FReILicu. 


Hendon, G. A.: Cholecystitis with and Without 
Gall-Stones, with a Classification of Symp- 
toms. South. M.J., 1917, x, 737- 


The author’s study is based upon 30 personal 
cases. Stones were present in 18 cases or 60 per 
cent. Nine cases were jaundiced at some period 
in the history of the complaint, and jaundice 
occurred in one case in which no stones were found. 
Stones were found in two cases where unsuspected, 
during operation for other conditions. 

Typical colic occurred in 22 of the cases, or 73 
per cent, and also in 5 cases where no stones were 
found. One patient upon whom a _ secondary 
cholecystostomy had been performed returned in 
six months because of periodic colic attacks. Com- 
plete relief followed a cholecystectomy, although 
60 stones were removed at the first operation and 
none were found at the second. 

Hendon reviews symptoms and shows that de- 
rangement of the stomach is the most constant, 
occurring in more than 83 per cent of his cases. He 
believes that one in every ten persons who think they 
have ‘“‘stomach trouble” actually have a gastric 
disturbance, and that “indigestion” is a term used 
by the laity for expressing a variety of ailments 
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ranging from pregnancy to locomotor ataxia. He 
also states that the stomach is the seat of primary 
pathological changes less frequently than any 
other organ within the abdominal cavity. The 
only lesions occurring in it with sufficient frequency 
to be of practical importance are ulcers and their 
sequelz, and cancer. 

In the 30 cases studied, typical colic ranks next to 
stomach derangement as a symptom, but its positive 
value is depreciated by the fact that there were 5 
cases in which it existed and no stones were present, 
and 2 cases in which stones were present but un- 
suspected, the abdomen having been opened for 
other conditions. Gall-stone colic is often called 
‘acute indigestion” by both patients and physicians. 
Seven illustrative cases of gall-stones are reported. 

D. N. EIsENDRATH. 


Porter, M. F.: Cholecystectomy. Anu. 


Surg., 
Phila., 1917, Ixvi, 321. 


The result of study arid experience in about 1,000 
cases of surgical diseases of the gall-bladder and 
gall-ducts have led to the following conclusions: 

1. The gall-bladder is an important organ but 
not vital. 

2. Cholecystectomy increases bile pressure in 
ducts favoring danger from pancreatitis. 

3. Symptoms of gall-bladder disease are only 
partially caused by tissues of the gall-bladder 
proper. 

4. Recurrence of symptoms after cholecystotomy 
means overlooked stones, re-formed stones, infection 
of the bile stream, or hypercholesteremia. 

The gall-bladder should never be removed save 
when necessary for the cure of the disease for which 
operation is done. It is generally agreed that 
gall-bladders of the following types should be re- 
moved: (1) hydrops with obliteration of cystic 
duct; (2) chronic empyema; (3) the cholesterin or 
strawberry gall-bladder; (4) calcareous or fibrous 
degeneration; (5) carcinoma, when limited to the gall- 
bladder; (6) extensive laceration or perforation. 
Many would add gangrene, yet the mortality is 
higher after cholecystectomy in such cases than 
after cholecystotomy and drainage. 

It is the author’s experience that the actually 
infected gall-bladder with cedematous walls is 
practically always permanently cured by chole- 
cystotomy; many patients operated upon twenty 
or more years ago are still living and well. The 
importance of bile flowing into the gall-bladder at 
time of operation or shortly thereafter is generally 
underestimated. Buchanan states that of 212 
cases cholecystotomized, only 8.5 per cent were not 
entirely cured when bile flowed freely into the gall- 
bladder, while 45 per cent were not entirely cured 
when it did not. 

The return of symptoms after cholecystotomy 
does not mean that cholecystectomy should have 
been done. It appears illogical to remove a gall- 
bladder in cases where the bile ducts are infected, 
yet permissible when interstitial cholecystitis 


exists. “It seems warranted that it is neither 
necessary nor advisable to remove the gall-bladder 
except when it is diseased or injured beyond the 
probability of restitution.” F, P. HaMMonpD. 


Linder, W.: Diagnosis of Acute Pancreatitis, with 
a Special Study of Thirty-Three Cases. J. 
Am. M. Ass., 1917, lxix, 718. 


In presenting this report of 33 cases of acute 
pancreatitis, gathered almost entirely in the short 
period of three and a half years, it is the author’s 
desire to arouse an interest in this condition and to 
show that the possibility of acute pancreatitis in 
every acute case demanding abdominal surgery 
frequently helps toward a diagnosis. Errors of 
diagnosis of this condition are mainly those of 
omission. 

In the first series of 16 consecutive cases operated 
upon before June, 1915, there was a mortality of 
62.5 per cent. 

In the second series of 15 cases since June, 1915, 
the diagnosis having been made in 75 per cent of 
the cases, there was a mortality of 13.6 per cent. 

The mortality statistics show the importance 
of prompt diagnosis and timeliness of operative 
procedures. Operation is indicated in all cases 
unless shock is extreme, and very rapid operation is 
of extreme importance. The condition of the 
patient will determine whether any gall-bladder 
operation otherwise indicated should be done. 

The pancreas may be exposed by any one of four 
routes: (1) through the gastrohepatic omentum, 
which is preferable; (2) through the transverse 
mesocolon; (3) through the gastrocolic omentum, 
and (4) in the late stages through the lumbar region. 

Operation consists of multiple punctures of the 
pancreas with blunt forceps and drainage of the 
gland with rubber tissue and gauze, as if it were an 
acute phlegmon. The omentum is closed around 
the tube. 

The postoperative course consists of a strict anti- 
diabetic diet and sodium bicarbonate to reduce the 
pancreatic secretion. The paticnt should be kept 
under supervision for several years, owing to the 
possibility of recurrences of acute attacks and the 
development of cyst formations or chronic pan- 
creatitis. Epwarp L, CorNELL. 


Morton, C. A.: Acute Pancreatitis, with Special 
Reference to Its Treatment and a Record of 
Three Cases Presenting Unusual Features. 
Bristol M. -Chir. J., 1917, xxxv, 80. 


The diagnosis of acute pancreatitis is rarely made 
before operation. Upon opening the abdomen, 
areas of fat necrosis in the omentum direct the 
attention to the pancreas, which is usually swollen 
and hemorrhagic; blood-stained fluid is found in the 
lesser peritoneal sac. The disease may affect only 
a small portion of the pancreas. The vomiting in 
one of the author’s cases was fecal, though this is 
extremely rare. Temporary recovery may occur 
with later exacerbation of all symptoms, terminating 
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fatally. In all 3 cases cited, there was a history of 
recurrent attacks of acute pain in the upper abdo- 
men, simulating gall-stones. 

In acute pancreatitis, drainage should be es- 
tablished for the exudation into the lesser sac or 
into the retroperitoneal tissue around the pancreas. 
Suppuration of the pancreas is best drained from 
behind, a formidable operation, The drain should be 
to the left of the spine between the top of the left 
kidney and the spleen through incision below the 
last rib. Only the finger tips should be used for fear 
of injury to the splenic vessels. The drain should 
not be removed early. If possible, both anterior 
and posterior drainage should be established. 
Stones in the common duct may cause pancreatitis, 
but removal is rarely possible during acute pan- 
creatitis because of the desperate condition of the 
patient. LisTER TUHOLSKE. 


Sherman, H. M.: . gd in Pernicious 
Anemia. Calif. St. J. Med., 1917, xv, 338. 


The author reports this case chiefly because it 
illustrates the normal reaction of patients with 
pernicious anemia to a splenectomy, and it includes 
a necropsy report which is practically classic. 

The patient was a man of fifty-one years; he had 
lost twelve or fifteen pounds in weight; blood 
showed 27 per cent hemoglobin; blood count gave 
850,000 red cells and 5,400 white cells at the first 
examination. Under dietetic and arsenic treatment 
he improved and returned to his home. About 
five months later he was transfused from his son, the 
hemoglobin rising from 12 to 25 per cent, and later 
reaching 40 per cent. Two days after the first 
transfusion, a second, from another son, was made, 
the hemoglobin rising to 53 percent. The following 
day the spleen was removed; it was not enlarged and 
there were no adhesions. Two months later the 
hemoglobin was o2 per cent. Death occurred 
thirteen months after the splenectomy. 

The history of this case is reported in full. Brief 
abstracts from the experiences of different surgeons 
in similiar cases are cited. E. C. RoBITsHEK. 


Hill, R.: A Case of Acholuric Jaundice Treated by 
‘Splenectomy. Brit. M. J., 1917, ii, 424. 


A stoker, aged 23, contracted dysentery in Galli- 
poli in August, 1915. He was affected with slight 
jaundice for some weeks during convalescence. 
A year later there was a sudden onset of pain in the 
right hypochondrium, a temperature of 104° F. 
and marked jaundice. The abdomen was tender 
but not rigid. The urine contained a small amount 
of bile pigment; stools were normal. Two days 
later there was hematuria. X-ray examination 
for calculi was negative. 

Exploratory laparotomy was done on the fifth 
day, the hematuria, jaundice and fever persisting, 
and a distinct tumor evident across the left hypo- 
chondrium. The gall-bladder, kidneys and gastro- 
intestinal tract appeared normal; the tumor proved 
to be the spleen much enlarged. A slight jaundice 


persisted, but the patient’s general condition im- 
proved following operation. On the eleventh day 
a fragility test showed partial hemolysis with 0.5 
per cent saline, and no hemolysis with 0.575 per 
cent concentration. The serum was bile-stained. 
Blood count gave red cells, 3,090,000; white cells, 
5,200; hemoglobin, 45 per cent; color index, .75. 
Differential count gave polymorphonuclears 58.4 
per cent; small mononuclears, 34.3 per cent; large 
mononuclears, 6.0 per cent; basophiles, 1.3 per cent. 

There were three nucleated reds, some macro- 
cytes and microcytes, peecilocytosis and some poly- 
chromatic staining. The Wassermann test was 
negative. There was no enteric agglutination, and 
no ameebic organisms in the urine or the stools. 

No improvement followed a month’s treatment 
with iron, arsenic, cod liver oil, etc. Slight jaundice 
persisted. Splenectomy was done seven weeks 
after the onset; the spleen weighed 22 ounces. 
Microscopic section showed a general increase of 
fibrous tissue with atrophy of the malpighian cor- 
puscles. 

Convalescence was slow, but progressive. Four 
months after operation the blood picture was normal, 
except for an abnormal fragility of the red cells. 
The general health of the patient was good eleven 
months after operation, with no return of jaundice. 
As there was no family history of jaundice, the 
author considers this a case of acquired acholuric 
jaundice. C. A. HepBLom. 


MISCELLANEOUS 
Ebright, G. E.: Differential Diagnosis of Abdom- 
inal Tuberculosis. Calif. St. J. Med., 1917, xv 
306. 

Tuberculosis of the abdominal viscera is com- 
monly associated with pulmonary tuberculosis, but 
the primary infection is to be searched for in the 
lymphatic system, especially the peribronchial and 
retroperitoneal glands. The type in which tuber- 
cular peritonitis presents itself depends upon the 
rapidity of the inflammation, rapid processes being 
associated with a tendency to the formation of 
fluid and less tendency to the formation of adhesions, 
a slower process giving rise to thickening and adhe- 
sions with fluid in walled-off collections, and 
abscesses. The most chronic form gives rise to 
adhesions and hyperplastic growths in the walls of 
the intestines. Fever is usual in the acute and 
subacute forms, and may be absent in the chronic 
forms, or there may be subnormal temperature. 

There is nothing characteristic in the symp- 
tomatology of tuberculosis of the liver or gall- 
bladder and diagnosis is practically never made 
except upon operation or postmortem. A helpful 
point in the diagnosis of tubercular appendicitis and 
hypertrophic tubercular changes in the ileum or 
cecum lies in the fact that tuberculosis of the lung 
is also present. The local symptoms are no differ- 
ent from other forms of tumor or low grade inflam- 
mation. 

Stierlin’s sign is of importance in differentiating 
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hyperplastic tuberculoma of the caecum from cancer. 
In the presence of the tubercular condition the X-ray 
shows that the bismuth mass goes more rapidly 
through the cecum, resulting in a picture which 
gives no bismuth shadow in the cecum, but only 
above and below it. If the question of diagnosis 
between hypertrophic tuberculoma of the ileum and 
of the cecum arises, the cecum empty of bismuth 
under the X-ray test would seem to indicate involve- 
ment of the cecum; on the other hand, if bismuth 
shows in the cecum it would indicate lesion in the 
ileum. Stierlin’s sign is absent in cancer of the 
cecum. C. D. Haucu. 


Coffey, R. C.: Intravisceral and Intra-Abdominal 
Pressure. J. Am. M. Ass., 1917, |xix, 683. 


The peripheral abdominal wall is a flexible struc- 
ture, composed chiefly of flexible and elastic muscle 
enclosed in a flexible but non-elastic aponeurosis. 
While the wall is flexible to a large degree, it is 
collapsible only in its front portion. The col- 
lapsible portion, or anterior abdominal wall, con- 
trary to the ordinary belief, is but slightly elastic 
under an ordinary acute strain, owing to the strong 
layers of aponeurosis surrounding the muscles. 
except in chronic. processes, such as the develop- 
ment of a tumor by cellular increase, a cyst, ascites, 
or pregnancy, there is but little change in the 
capacity of the abdomen of an otherwise normal 
person. Extreme distention of the abdomen may 
noticeably enlarge the abdominal cavity by pushing 
up the diaphragm at the expense of chest capacity. 
By elevation of the ribs, the girth of the upper por- 
tion of the abdomen may be increased, but the 
lower or middle part of the abdomen will be cor- 
respondingly diminished. Elevation of the ribs 
plus extreme distention of the abdomen makes tense 
and collapsible part of the abdominal wall and in- 
creases the girth of the abdomen at all points; but 
the only actual increase of abdominal capacity is 
made at the expense of chest capacity by elevation 
of the diaphragm. The abdominal cavity is air 
tight, but is by no means a vacuum. 

There is always a variable and indefinite amount 
of pressure in the peritoneal cavity, known as intra- 
abdominal pressure. This pressure may be greater 
but is usually less than the atmospheric pressure. 


The degree of intra-abdominal pressure depends 
on the variable contents of the abdominal cavity. 
The variable contents are: (a) extraperitoneal and 
mesenteric fat; (b) the visceral contents. The 
visceral contents are liquids and gases which may 
be intermittently expelled at any time, thus acting 
as an immediate safety valve for the establishment 
of an equilibrium and a normal intra-abdominal 
pressure. The extra-peritoneal and mesenteric 
fat is included within the inelastic abdominal wall 
and lessens the abdominal cavity in exact propor- 
tion to the amount of fat thus included. 

The law of osmosis, by which fluids of different 
densities pass through an animal membrane and 
establish an equilibrium, has its counterpart in the 
relation of intra-abdominal and intravisceral pres- 
sure. 

The author demonstrates by diagrams and X-ray 
pictures his results in applying the principles of 
intra-abdominal and intravisceral pressure. In 
some cases of ptosis he has placed the patients on 
forced feedings, thus increasing the intra-abdominal 
fat, with good results. The implanting of ureters, 
gall-ducts and the correction of incompetent ileo- 
cecal valves by his method of operating has yielded 
normally functionating valves. 

Epwarp L. CorNneELt. 


Roberts, C. W.: Subparietal Injuries of the In- 
testines and Kidney; Report of a Case. J. Med. 
Ass. Ga., 1917, vii, 81. 

Roberts makes the following summary: 

When a patient has sustained an abdominal 
injury manifesting the usual symptoms of shock, 
nausea, vomiting, and rigidity of the abdominal 
wall, a diagnosis can safely be made of injury to 
the intra-abdominal contents which requires im- 
mediate attention. A gradually increasing resis- 
tant swelling over the kidney region requires un- 
delayed surgical intervention. Operation upon 
injured viscera shall be performed within the first 
twelve hours after injury. The author strongly 
condemns watchful waiting, and believes that the 
surgeon can discriminate between mild cases which 
need no surgical interference and those that mani- 
fest injury to the deep-seated organs. 

M. A. BERNSTEIN. 
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DISEASES OF THE BONES, JOINTS, MUSCLES, 
TENDONS, CONDITIONS COMMONLY 
FOUND IN THE EXTREMITIES 
Blanchard, W.: Treated and Untreated Osteo- 
chondritis Juvenilis of the Hip. J. Am. M. 

Ass., 1917, Ixix, 1060. 

The author reports several cases and shows roent- 
genograms in support of his theory that Perthes’ 
disease is a unilateral trophic disturbance due 
probably to an impairment of circulation from the 


median pelvic line to the foot. Diffuse atrophy of 
the bone, not only of the head and shaft of the 
femur but also of the corresponding side of the 
pelvis, was present in several cases. Since the 
disease has been differentiated from tuberculosis 
and shown to be comparatively mild, there has 
been a tendency to neglect treatment with the 
result that after one or two years movements are 
limited, especially abduction, the femoral head is 
almost destroyed and the neck distorted. 
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The course of the disease is about one year and 
during this time the hip should have the same 
mechanical and general treatment as that given to 
tubercular hips; otherwise the friction and con- 
cussion of weight-bearing will cause erosion of the 
head and coxa vara. After the first year the head 
of the femur usually begins to harden again and to 
resume its normal rounded form; and if the disease 
has had adequate mechanical treatment from the 
beginning, there is more nearly perfect regeneration 
and no loss in length of the leg. W. A. CLARK. 


Thorning, W. B.: The Diagnosis of Acute Osteo- 
myelitis. Atlanta J.-Rec. Med., 1917, lxiv, 97. * 


Thorning cites the following case as more or 
less typical of an acute osteomyelitis, in which the 
diagnosis is not made as early as it should be. A 
five year old child had acute tonsillitis three weeks 
before, and had apparently recovered completely. 
A week before the author saw her, she fell out of a 
porch swing, spraining her ankle. The injury 
seemed trivial, as she resumed play shortly after- 
ward. That night she awoke from sleep with 
severe pain in the ankle; liniment was applied. 
In the morning there was fever, the ankle was swollen 
and the pain more intense. A physician diagnosed 
the condition as a sprained ankle and advised 
hot applications. Thirty-two hours after the in- 
jury the rectal temperature was 104.5 F, pulse 
150, the patient was delirious and apparently 
suffering great pain. The lower third of the leg 
was greatly swollen and reddened. A diagnosis of 
acute rheumatism was made, and salicylates were 
administered. On the third day the pain and tem- 
perature had subsided somewhat. On the fourth 
day, although more comfortable, the patient com- 
plained of severe pain just above the internal 
malleolus. This area was fluctuating, and on 
incising same, a large amount of pus was withdrawn. 
Two days later the X-ray showed necrosis of almost 
the entire shaft of the tibia. 

Acute osteomyelitis is very frequently diagnosed 
as acute rheumatism; the latter diagnosis should be 
reserved for those cases where there is multiple 
arthritis, fever, sweats, and a tendency to endo- 
carditis, etc. The white blood count in osteo- 
myelitis is between 25,000 and 40,000; in rheumatism 
it is rarely so high. In osteomyelitis the lesion is 
either above or below the joint, whereas in rheu- 
matism the joint itself is affected. ‘The pain in 
osteomyelitis is abrupt and very severe; in rheu- 
matism the onset of the pain is gradual and usually 
less severe. The capsule of a rheumatic joint on 
palpation is tense and very often fluctuating, and 
the point of greatest tenderness is directly over the 
joint line. In osteomyelitis the pain is not directly 
over a joint, but to the side of it. 

The pus of an osteomyelitis may perforate into 
a joint and produce a septic arthritis, but this never 
occures on the first, second or third day. Manipula- 
tion of a rheumatic joint greatly increases the pain, 


and immobilization usually gives relief. With 
osteomyelitis movement or immobilization makes 
no material difference. In differentiating from a 
Neisserian infection of the joint, the previous his- 
tory is of great value. 

As to the etiology, the author believes that osteo- 
myelitis is always an infection, the most com- 
monly found organism being the staphylococcus 
pyogenous aureus. Mixed infections are quite 
common. If the theory is accepted that osteo- 
myelitis is always hematogenous, a primary focus 
must be sought somewhere else in the body. Most 
cases give a previous history of tonsillitis, influenza, 
ingrowing toe nail, etc. The treatment consists 
of immediate incision through the periosteum. 
The bone is then drilled through the cortex down 
to the marrow cavity, and free drainage instituted. 

J. J. KURLANDER. 


Kreuscher, P. H.: Semilunar Cartilage; Fracture- 
Dislocation and Fragmentation. Surg. Clin. 
Chicago, 1917, i, 787. 

The author discusses the treatment of fracture- 
dislocation and fragmentation of the internal semi- 
lunar cartilage. He states that one of the most 
frequent lesions in or about the knee-joint, which 
may not be recognized when the patient is first 
examined, is semilunar cartilage disease. There 
may be present a simple dislocation of part or all 
the cartilage or there may be fracture-dislocation or 
fragmentation. 

Etiologically several types are recognized: (1) 
fracture or dislocation due to direct external 
trauma; (2) malposition or fragmentation of the 
cartilage, due to internal trauma, i.e., very quick 
twisting or flexion of the knee-joint under weight; 
(3) loosening and fraying of the cartilage due to 
chronic synovitis or osteo-arthritis. 

Kreuscher quotes various authors who give the 
relative proportion of injuries to internal and 
external cartilages as follows: Morrison, 50 internal 
to 1 external; Walton, 81 internal to 4 external; 
Martin, 92 internal to 8 external. 

When a patient presents himself, giving a history 
of an external trauma or a twisting of the knee- 
joint which is followed by considerable pain and 
swelling, one must at once think of a cartilage in- 
jury. If in addition there is a history of locking 
of the knee-joint and the typical acute pain accom- 
panying it, followed by the disappearance of this 
condition after manipulation or rest, then it is quite 
possible that it is a case of fragmented or loosened 
cartilage. When the locking recurs repeatedly, 
or when a small body can be felt under the skin 
internal to the patella, which is not freely movable, 
then a diagnosis of internal semilunar cartilage 
injury is justifiable. 

The treatment is surgical and should be carried 
out as early as possible. The author holds with 
Murphy that the best time for operation is from 
seven to ten days after the original dislocation or 
repeated attack of the same trouble. 














The operative technique is as follows: 

“The patient is placed upon the operating table 
flat on his back, with his knees flexed over the 
end of the table and the head and body lowered, 
essentially a Trendelenburg position. The knees 
are flexed at right angles to the thighs, as this gives 
the very best possible position for opening the 
knee-joint at the semilunar cartilage location. An 
incision about 2'% inches long is made parallel to 
and either internal or external to the ligamentum 
patella, as the case may be. After the incision 
has been extended downward to the upper end of 
the tibia it is curved outward and almost parallel 
with the articulating surface of the tibia for a dis- 
tance of about 11% inches. This gives almost a 
right-angled incision, and after cutting through the 
skin and fatty tissue exposes the true capsule of the 
joint. A fresh scalpel is used in making the in- 
cision through the capsule about on the same lines 
as the skin incision. This brings one down to the 
synovial capsule, which is opened with great care, 
and for the first time the joint cavity is opened. 
Before beginning the operation it is necessary that 
a very firm tourniquet, in the form of a large rubber 
tube or an oversized band, such as is used on the 
blood-pressure apparatus, be applied high upon the 
thigh. This prevents all bleeding from the skin and 
subcutaneous tissue, so that the field is practically 
bloodless, and it rarely becomes necessary to in- 
troduce a sponge into the wound or into the joint. 
When the synovial capsule is opened the joint 
fluid often escapes very freely if the injury has been 
a recent one. If it is clear synovial fluid the loose 
or fragmented cartilage may be clearly seen in the 
field and grasped with a forceps and drawn out- 
ward. In the ordinary case a curved scissors frees 
that portion of the similunar cartilage which still 
remains attached with very little difficulty. If 
any difficulty is encountered at all, an adduction of 
the leg on the thigh, in the case of an internal semi- 
lunar cartilage operation, gives one free access to 
the posterior portion of the semilunar cartilage 
attachment. Great care is exercised not to injure 
the surface of the joint in any way. After the 
cartilage is removed the edges of the synovial 
membrane are approximated and sutured with fine 
catgut. The capsule is closed with catgut and the 
skin sutured with horsehair and the operation is 
completed.” 

After-treatment consists in placing the leg in a 
straight wire cage and applying a Buck’s extension 
with a weight of from 12 to 15 pounds, so as to 
keep the joint surfaces separated during the process 
of repair. After twelve to fifteen days active motion 
is permitted, and at the end of three or three and 
one-half weeks the patient is able to be about on 
crutches. 

The operation for the removal of the semilunar 
cartilage in uncomplicated cases is very successful. 
The absence of the cartilage in the knee-joint does 
not interfere with the function of the joint. 

Partie LEWIN. 
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Bucholz, C. H.: The Stiff and Lame Shoulder. 
J. Am. M. Ass., 1917, 1xix, 968. 

The complicated structure of the shoulder joint 
explains the great variety of affections which give 
rise to lameness. The author describes several of 
these and briefly outlines his methods of treatment. 

Subacromial bursitis, if acute, requires rest with 
the arm supported in abduction. Hot bakings 
and massage are useful after the acute symptoms 
have subsided. If the condition has become chronic 
and adhesions are present, forcible manipulation 
under anesthetic, or even opening of the bursa may 
be necessary, but as a rule careful exercise will give 
relief. The muscular retraction, usually of the 
inward rotator muscles, which follows trauma is 
best treated by frequent and gentle stretching 
manipulations rather than attempted mobilization 
by quick stretching. Infectious arthritis is treated 
in a manner similar to that for the acute condition 
described, after eliminating the etiological factors. 
In cases of disability due to hypertrophic osteo- 
arthritis very conservative methods should be 
followed and all irritative measures avoided. Bak- 
ing for short periods and light massage with gentle 
resistive movements is the author’s plan of treat- 
ment. Rupture of the supraspinatus tendon is 
an infrequent trauma. Three such cases which 
required suture of the lacerated tendon are reported. 
Non-adherent subacromial bursitis is mentioned as 
a distinct group, but there is some doubt about the 
existence of such a chronic condition without ad- 
hesions. 

The conservative treatment as employed by the 
author consists in baking for fifteen minutes, gentle 
massage of shoulder and upper arm muscles fol- 
lowed by light passive exercises, chiefly of rotation, 
with the patient lying on his back, the operator 
moving the arm with one hand and directing the 
movements with the other hand upon the acromion 
and humeral tuberosity. Abduction and combined 
movements are gradually introduced and the range 
of movements amplified. W. A. CLARK. 


Petrilli, G. L.: Gunshot Wounds of the Knee 
(Contributo clinico sulle ferite di guerra del 
ginocchio). Policlin, Roma, 1917, xxiv, sez. chir., 
401. 


In the author’s experience wounds of the knee 
formed about 2.88 per cent of the total number of 
wounded. About 52.40 per cent of the knee wounds 
were penetrative knee-joint injuries and 47.6 per 
cent non-penetrating. Altogether 126 knee wounds 
were treated in about one year. Of these 62 pro- 
gressed aseptically. Of 16 cases resulting in death, 
8 had multiple lesions, cranial, thoracic, etc. 

The fundamentals of the treatment adopted were 
(1) asepsis and immobilization in wounds that were 
apparently non-infected or only very slightly in- 
fected; (2) immediate operation of septic wounds; 
(3) in cases of arthritis, with unimportant osseous 
lesions, if the patient was in good condition, toilet 
of the area with lateral arthrotomy, closure of the 
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synovial, interrupted irrigation, and abolition of 
transarticular drainage; (4) in severe infected os- 
seous lesions, wide opening up of the tract and sec- 
tion of the lateral ligaments, and according to the 
case simple immobilization in flexion, leaving the 
joint largely exposed, or resections more or less 
extensive of the articular head. W. A. BRENNAN. 


FRACTURES AND DISLOCATIONS 


Page, C. M., and LeMesurier, A. B.: Early Treat- 
ment of Gunshot Fractures of the Thigh. Brit. 
J. Surg., 1917, Vv, 66. 


The authors state that opinion as to surgical 
treatment of compound fractures is by no means 
unanimous. The question arises whether better 
results can be obtained from extension or by treat- 
ment with the double inclined plane. The Thomas 
knee splint or one of its modifications is the best 
arrangement available. The conclusions are based 
upon observation of 198 cases, not including gross 
injuries to the knee or hip joints. Of 125 cases 
observed over an average period of 51.4 days, ten 
were not infected and 71 were severely infected. 
There were four amputations and ten deaths. 

Satisfactory drainage should be permanently 
established as soon as possible after the injury. All 
loose fragments of bone should be removed and the 
lacerated skin dissected away. Afterward dry 
sterilized gauze may be employed in preference to 
tube drainage, but in some cases both are necessary. 

Further incision and drainage may be necessary 
in cases of spreading cellulitis or when infection by 
the bacillus aerogenes capsulatus occurs. There 
are three periods during which immobilization by 
splints is indicated: (1) the period of early trans- 
port; (2) the period of acute infection; (3) the period 
of healing. 

The Thomas knee splint is applicable in fractures 
of the lower two-thirds and the Hodge’s splint‘in the 
upper third of the femur. Proper action of the 
Thomas splint depends upon the close fit of the 
ring, the average size of which should be an internal 
circumference of 241% inches. This splint may be 
used in its original shape or may be flexed at the knee 
to give the double inclined plane action. The 
modifications possess no advantages over the 
original pattern. For both varieties Buck’s exten- 
sion is commonly used; however, extension can be 
made by transfixion pins through the lower end of 
the bone in those cases where full control of the 
lower fragment of the femur is required. Anklet- 
extension attachments of molded plaster of Paris or 
of leather have not proved a success. 

During the after-treatment the splint should be 
suspended from a beam; this allows more freedom 
to the patient and facilitates nursing and dressing. 
Pressure sores and foot drop should not occur if the 
patient is properly cared for. 

In clean cases the fractured bones are brought 
into their proper position during the first week of 
treatment; in severely infected cases it is sufficient 


to let the limb rest comfortably without making a 
forcible effort during the first two weeks to pull it 
out to full length. In 51 cases of fracture of the 
lower third of the femur, flexion of the lower frag- 
ment was observed in 47. If manipulation is 
necessary to reduce the deformity, antitetanic serum 
is given two days before such a procedure is at- 
tempted. The great sciatic nerve was injured in 
6 cases, the external popliteal in 4 cases, and the 
anterior crural in 1 case; secondary paralysis of the 
external popliteal occurred in 7 cases. Injuries 
to large arteries were found in but 3 cases of the 
series. 

The authors report thirty cases of persistent high 
temperature due to bone infection. Five cases 
developed tetanus. 

In some cases it is possible for the patient to be 
up and about in some form of ambulatory apparatus 
which immobilizes the fragments. 

P. H. KREUSCHER. 


Thomas, H. B.: Early Recognition, Treatment, and 
Prognosis of Congenital Dislocation of the 
Hip. Jnterst. M. J., 1917, xxiv, 728. 


The author draws attention to the necessity of 
early diagnosis, and the recognition by parents of 
the serious nature of ailing conditions of the femoral 
head, neck and acetabulum, each having as much 
importance in the prognosis as treatment. Cases 
should be recognized in children under four years, 
as each later year lessens the value of the treatment. 
He believes that all children who walk late should 
be examined, especially those who limp. 

Orthopedic treatment is classified as follows: 
(1) manual replacement; (2) mechanical replace- 
ment; (3) open operation. The author believes 
manual replacement preferable and advises open 
operation only as a last resort in unilateral cases. 

H. W. MEYERDING. 


SURGERY OF THE BONES, JOINTS, ETC. 


McKenna, H.: Surgery of Bones and Joints, with 
Especial Reference to the Open Operative 
Treatment of Fractures, and a Method of 
Arthroplasty in Ankylosis of the Elbow- 
Joint. J. Am. M. Ass., 1917, \xix, 891. 


The author refers to the fact that most organisms 
require special culture media for their growth, and 
also that there are certain points of election which 
these organisms choose for localization. The 
synovial structure of the joints is very frequently 
involved, and often to such an extent that an 
ankylosis occurs. He points out that in certain 
types of joint infection, especially the gonococcus, 
an arthroplasty may be done early before con- 
tractures occur. 

Special stress is laid on careful interpretation 
of the history, and the author calls attention to 
the paragraphs on incubation and diagnosis in a 
paper by Kreuscher in which a careful study was 
made of 1,000 cases of arthritis. The open and 
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closed methods for the treatment of fractures are 
considered. Careful asepsis and sterilization of 
instruments and sponges is advised. A_ very 
successful operation for ankylosis of the elbow 
performed after the plan of Murphy is described. 

A transplantation of bone by the autogenous 
graft is highly recommended in ununited fractures, 
especially to fill up certain bone defects caused by 
disease or a congenital absence of bone. 

: P. H. KREUSCHER. 


Salinari, S.: The Study and Treatment of Gunshot 
Wounds of the Limbs (Contributo allo studio 
ed alla cura delle ferite d’arma da fuoco degli arti). 
Riforma med., 1917, Xxxiii, 654. 


The author’s report is based on 15,000 wounded 
soldiers observed in the Italian army, of which 10,- 
950, or 73 per cent, were limb injuries. Of the 
latter, 5,130, or 34.2 per cent were of the upper 
extremities and 5,820, or 38.8 per cent were of 
the lower extremities. 

About 70 per cent of the total number involved 
the soft parts only; 21 per cent were skeletal in- 
juries, and 4 per cent were articular; 1.1 per cent 
involved the blood vessels; and 3 per cent the nerves; 
33.7 per cent were rifle wounds; 52.6 per cent were 
large projectile wounds. Statistics as regards the 
region of the upper or lower limb in which the le- 
sion occurred are also given. 

The author discusses the various methods of 
treatment in vogue. He draws attention to the 
desirability of treating limb wounds throughout 
their course in the same hospital service under the 
survey of the same staff. Such hospitals should 
be completely equipped both for sanguinary and 
bloodless methods, the latter being especially im- 
portant in the after-care of fractured limbs to 
avoid the complications and malfunctioning of 
limbs, which are only too commonly observed 
through the lack of efficient treatment. He de- 
plores the fact that after two years of war the thera- 
peutical aids at the disposal of surgeons for the 
correction of deformities and anatomical defects 
are absolutely insufficient in Italy, and that the 
maimed are sent from hospital to hospital until 
finally they are left to their own devices. There 
is a vital necessity for special hospitals for the com- 
plementary treatment of limb injuries. 

W. A. BRENNAN. 


Ryerson, E. W.: Interesting Cases of Bone Surgery. 
Int. J. Surg., 1917, Xxx, 285. 


In discussing an ununited fracture of the neck 
of the femur in a woman of 4o, the author states 
that in many cases the abduction treatment, i.e., 
lateral traction, is the proper procedure. 

“The abduction of fractures, putting them up in 
the abducted position after they have been pulled 
down, is the usual procedure, although it has its 
drawbacks, and for such cases as cannot be treated 
in either of these two ways, or have not improved 
after such treatment, unquestionably the best meth- 


od is the bone peg as described by Albee. There 
is no doubt that this bone peg should be autogenous, 
especially in older people.” 

The author has used wire nails in some old 
cases with success. Nail cases in the aged, how- 
ever, will not do so well, and very few of the old 
ununited cases can be treated by nails; the autoge- 
nous bone peg should then be used. 

Recently the use of boiled beef bone for pegs, for 
screws, and for nails, has aroused interest, and later 
work may conclusively demonstrate its value. 
Gallie, of Toronto, has performed the Albee spine 
operation in a number of experimental cases, em- 
ploying boiled beef grafts instead of the tibia. 

Ryerson emphasizes the point that the graft 
should not be placed in the greater trochanter, but 
below it, so as to slant upward. Puri Lewin. 


Federici, N.: Right Gonarthrotomy for Purulent 
Fibrinous Synovitis in a Woman 72 Years 
of Age; Recovery. (Gon-artrotomia destra 
in veechietta di 72 anni per sinovite fibrino puru- 
lenta; guarigione). Gazz. d. osp., Milano, 1917, 
XXXvVili, 571. 


A woman of 72 had for four months suffered 
from severe inflammation with slow synovial 
involvement in the right knee. There was but 
little exudate and the synovitis was evidently deep- 
seated with involvement of the _peri-articular 
structures. 

The author made a total cuneiform resection of 
the knee. Intervention was limited to the synovial, 
emptying purulent fluid from all anfractuosities 
and making a careful toilet of the wound. The 
patient made an uneventful recovery in spite of her 
advanced years. The Textor technique was fol- 
lowed in the gonarthrotomy. W. A. BRENNAN. 


Cotton, F. J.: Some Further Data on Artificial 
Impaction of the Hip. Ann. Surg., Phila., 1917, 
Ixvi, 380. 

Cotton believes that probably one-half of all 
cases of fracture of the hip treated at the large 
general hospitals show good functional results, 
whether the type of fracture is extra- or intra- 
capsular. As to the-extra-capsular type, non-union 
is a negligible factor; the question is only that of 
fixation so as to insure reasonably accurate re- 
position of the fragments and the avoidance of 
adduction contracture, which is important not 
only in the treatment of hip fracture, but in all 
lesions of the hip joint. Adduction contracture is 
probably the chief factor in the disability of most 
hip fractures. 

Cotton has used the following methods: (1) the 
method of Phillips, Maxwell and Ruth, which con- 
sists of traction in abduction combined with lateral 
traction; (2) Whitman’s method, fixation in ab- 
duction after manipulation; (3) Moore’s method of 
abduction in flexion in the so-called “frog spica.”’ 

One case treated by the first method was very 
satisfactory. The second and third methods were 





42 INTERNATIONAL ABSTRACT OF SURGERY 


used repeatedly. Whitman’s method has given 
poor reduction with over-lapping of the fragments 
in two cases; in the other cases results were good. 
Moore’s method has the advantage that these pa- 
tients may sit up immediately. It has the disadvan- 
tage of involving flexion of the knee, a considerable 
source of trouble laterin limbering the knees following 
use of thespica. All these cases eventually do well. 
For extra-capsular fractures the treatment 
should be abduction in flexion. The method re- 
quires an efficiency in after-care which is not al- 
ways secured in a busy general hospital. Regarding 
the treatment of the intra-capsular type of fracture, 
there are two essentials, the prevention of adductor 
spasm, and the minimizing of eversion. This does 
not necessarily mean the breaking up of the impac- 
tion by a forcible correction, but may be carried 
out by gradual correction to the best position ob- 
tainable through the use of sand bags without 
disturbing the impaction. ‘There is always marked 
absorption of the femoral neck in varying degree. 
This does not occur in extracapsular fractures. 
Absorption is very rapid. In every case of intra- 
capsular fracture whether impacted or not, careful 
X-rays at intervals show an absorption with porosis 
of the bone and there is also shortening of the neck 
and often a bending of the neck into coxa vara. 
If the bone-forming power is poor and the softened 
bone fails to hold the impaction, it simply falls 
apart. Many cases of impacted fracture have been 


found loosened because of non-union a year later. 


Most of these cases were sent out on crutches after 
four weeks, although Cotton reports two cases where 
there was no union in spite of careful treatment. 
Cotton allows weight to be borne after two months 
in the extra-capsular type of fracture. The intra- 
capsular fractures are treated in plaster for three 
months, no weight borne for four months, and full 
weight after six months. Even then he anticipates 
some failures. The production of artificial im- 
paction concerns itself with the intra-capsular or 
sub-capital fracture, the fracture of the neck 
proper, in which there is no impaction present or 
in which the deformity, especially the eversion, is 
extreme. ‘The operation results in good apposition, 
and the position is often perfect. The produced 
impaction gives the patient a more fortunate form 
of hip fracture. These cases are treated exactly 
the same as accidental impacted fractures, with 
no better prognosis, except that position is better and 
impaction more firm. Cotton reports some cases and 
states that from the results obtained, much is still 
to be desired. He re-emphasizes the possibility 
that a firm impaction may break up spontaneously 
several months afterward, due to the absorption of 
bone. J. J. KurtANDER. 


Serafini, G.: Transplants of Strips of Striated 
Muscle (Su trapianto di lembi di tessuto muscolare 
striato). Sperimentale, Firenze, 1917, lxxi, 223. 

The author reviews the findings of previous inves- 
tigators on muscle transplantations down to Lexer, in 


1914, who reported that free muscle transplants de- 
generated rapidly and were converted into cicatricial 
tissue. The author has made experiments on dogs, 
guinea pigs and rabbits. Five experiments with 
pedunculated strips leads him to think that plastics 
with total or partial pedunculated strips ought 
not be employed except when they are autonomous 
as regards vascularization and innervation. In 9 
experiments with free muscle strips whether or not 
fixed by sutures he found degeneration, necrosis of 
the muscle substance, and a progressive substitu- 
tion of the transplant by connective tissue. 

From other experiments made it seems clearly 
demonstrated that only those muscle transplants 
endowed with their own nerves and vessels are 
positive. Of all techniques tried by the author this 
method alone gave.a favorable result. 

In practice the author is of the opinion that free 
muscle transplants ought not be used, but rather 
fascia lata which is easily sutured, is resistant, and 
has great vitality. But partial or total pedun- 
culated strips antonomous as regards vasculariza- 
tion and innervation can logically be utilized even 
from the functional viewpoint. 

W. A. BRENNAN. 


Chaput, H.: High Amputation of the Shoulder (Les . 
amputations hautes de l’épaule; amputations sous- 
acromiale, intra-acromial et intra-coracoidienne). 
Bull. et mém. Soc. de chir. de Par., 1917, xliii, 1707. 


In the case of a soldier who received a gunshot 
injury of the upper humeral extremity and the 
external part of the clavicle Chaput performed a 
subacromial amputation, in order to avoid an inter- 
scapulothoracic disarticulation. Classically there 
is no intermediate operation between disarticula- 
tion with flap or racket and interscapulothoracic 
resection. Chaput considers it inadvisable to make 
interscapulothoracic amputation when there is not 
enough tissue for a good disarticulation of the 
shoulder, as in the case reported. It is preferable . 
to make a high shoulder amputation. Three dif- 
ferent methods can be employed: (1) subacromial; 
(2) intracromial; or (3) intracoracoidal amputation. 

In the subacromial amputation Chaput resects 
the soft parts circularly below the acromion and in 
the thoraco-brachial angle. In the intracromial 
the section is in the thickness of the acromion and 
the clavicle with circular incision of the soft parts. 
In the intracoracoidal amputation the scapula 
immediately is sectioned inside the coracoid and 
glenoid. The soft parts are incised either circularly 
through the great pectoral muscle or by shaping 
a flap in the form of an epaulette if the teguments 
are in good condition. The case operated upon by 
Chaput gave excellent results. W. A. BRENNAN. 


Thompson, J. E.: Anatomical Routes for Opera- 
tions on the Long Bones of the Upper Ex- 
tremity. Texas St. J. Med., 1917, xiii, 170. 


It is quite essential in the performance of surgical 
operations that the operator have, first, sound 
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anatomical knowledge; second, equally sound knowl- 
edge of surgical pathology; third, technical skill; 
and fourth, well-balanced judgment. 

In the exposure of long bones it is necessary to 
have a mental vision of certain fixed anatomical 
structures. One must bear in mind the position 
of the axillary, radial, median and ulnar nerves, 
and also the lines of the great vessels. Muscles 
must not be unnecessarily mangled. A deep wound 
should be avoided where a shallow one will suffice. 
Sensory as well as motor nerves should be preserved. 
In the exposure of the lower third of the shaft of 
the radius, the common extensor tendons, the ex- 
tensor carpi radialis brevior, and the extensor brevis 
pollicis should be born in mind. 

In an exposure of the lateral aspect, an incision 
along the posterior border of the brachioradialis 
can well be used. The middle and upper thirds of 
the radius can be exposed by keeping in mind the 
situation of the supinator brevis. When operating 
upon the ulna near the elbow it is often necessary 
to dissect the ulnar nerve out of its sheath. 

In the exposure of the humerus the insertion of the 
deltoid forms one of the important landmarks. 
In the middle third of the shaft, the musculospiral 
nerve must be divided. An incision along the 
anterior margin of the deltoid gives the best exposure 
of the upper articulating end of the humerus. 

P. H. KREUSCHER. 


ORTHOPEDICS IN GENERAL 


Zadek, I., and Barnett, E. L.: The Importance of 
the Ligaments of the Ankle in Correction of 
Congenital Clubfoot. J. Am. M. Ass., 1917, 
Ixix, 1057. 

In order to free the posterior end of the os calcis 
so that complete correction of equinus can be 
obtained, the authors cut the posterior ligaments of 
the ankle joint with a tenotomy knife inserted in 
front of the Achilles tendon, vessels and nerves, and 
directed forward. The foot is then pushed up in 
dorsal flexion, and instead of the rounded sole with 
bending at the mediotarsal joint which occurs in 
most cases where tenotomy of the Achilles is done, 
the foot comes up in complete dorsal flexion all in 
one plane. This precludes the possibility of the 
relapsed club foot, which is the result of mere bend- 
ing at the middle instead of complete correction of 
equinus. W. A. CLARK. 


Lewin, P.: Congenital Absence or Defects of 
Bones of the Extremities. Am. J. Roentgenol., 
1917, iv, 431. 

The author deals with the nomenclature, pre- 
vailing etiological theories, and treatment of con- 
genital anomalies of the bones of the extremities. 
He submits an exhaustive bibliography and a de- 
tailed description with radiographs of fourteen cases. 

Lewin believes that no one theory explains all 
the conditions found. The amputation theory, 
the ray theory, heredity, each seems to account 


for some cases. The condition does not alter the 
prognosis as to life, but the development of missing 
bones probably never occurs. The possibilities 
as to correction of deformities are generally favor- 
able. After the part has been retained in position 
until the child is old enough for operation, permanent 
results can be obtained by transplantation of tendons 
and bones. R. B. CoFIetp. 


Hibbs, R. A.: Treatment of Deformities of the 
Spine Caused by Poliomyelitis; a Report of 
Eight Cases in Which Fusion Operations 
Were Performed. J. Am. M. Ass., 1917, lxix, 787. 


Plaster jackets and braces only retard the de- 
velopment of deformity. No case is operated upon 
until long after the acute attack has subsided, and 
obviously no case is operated upon if there is any 
prospect of recovery of the affected muscles. The 
technique of operation is identical with the fusion 
operation performed on patients with Pott’s disease. 
Hibbs’ technique is as follows: 

An incision is made directly over the tips of the 
spinous processes, down to the bone. The perios- 
teum over each tip and ligament between is then 
split and the periosteum elevated from each tip and 
separated from each vertebra until each spinous 
process and lamina is completely bare to the base 
of the transverse process. The periosteum is more 
adherent in adults. The lateral articulations 
which lie at the base of the transverse process are 
then curetted. ‘A small piece of bone is elevated 
from the lamina and turned down, its free end rest- 
ing on the one just below it. The spinous processes 
are next partially divided and broken down so that 
the tip of one comes in contact with the base next 
below it. The periosteum and ligament are then 
brought together and fastened with interrupted 
sutures of ten day chromic catgut. The skin is 
also closed with the chromic gut. 

Dressings and a brace or jacket are then applied. 
The patient is kept in bed for eight weeks, and wears 
the brace for one year. Curetting the lateral 
articulation insures a fusion here. Turning down 
a piece of bone from the lamina prevents any tissue 
from falling between the lamine and insures their 
fusion. Hibbs prefers a steel brace which has been 
fitted a week before the operation. In six cases, 
there was conspicuous deformity and in three such 
weakness that the patients could not even sit up 
unaided. All now have much better posture, much 
more stability, and protection from a progressive 
increase of deformity; they probably have been 
saved from the necessity of wearing a brace or 
jacket indefinitely. There is no disadvantage in 
fusing low down, and possibly in some instances a 
longer fusion is better. J. J. Kurvanver. 


Ebright, E. D.: Orthopedic Treatment of Acute 
and Convalescent Poliomyelitis. J. Am. M. 
Ass., 1917, Ixix, 694. 

Operations designed to correct deformity are not 
sufficient. Deformities must be prevented, and 
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more important than this, permanent paralysis 
must be prevented. The division of the disease 
into the acute, convalescent and chronic stages is 
not sufficiently accurate and does not correctly 
correspond with the pathology or the clinical course. 

Absolute rest is essentially the treatment of the 
acute stage. Complete immobilization of the entire 
body by the use of a plaster bed gives very favorable 
results. Of the most important muscles, the del- 
toids show the most marked improvement and the 
quadriceps the least improvement. All the muscles 
of the shoulder recover in about the same degree as 
the deltoids, except that the external rotators, 
supraspinatus, infraspinatus and teres minor appear. 
slower to recover. Of 46 paralyzed shoulders, all 
but 2 show a marked improvement and Ebright 
believes that eventually these will be use fuljoints. 
Ebright summarizes treatment as follows: Absolute 
motor cell rest, in the acute stage. In the subacute 
stage, rest and support of the paralyzed muscles. 

The author notes that: 

1. The most frequent regions of paralysis in 
order named are: anterior foot muscles, quadriceps, 
glutzi, hamstrings, deltoids, hip flexors, internal 
rotators of the thigh, and external rotators of the 
shoulder. 

2. Treatment of spastic cases is very unsatis- 
factory. 

3. A stretched muscle will not regain its tone. 
This is the basis of all treatment, and every weak- 
ened muscle should be treated with this in mind. 
The results in the treatment of deltoids were ob- 
tained by keeping the muscle relaxed by the use of 
a brace which elevates, abducts, and externally 


rotates the arm. Whether the elbow is flexed or 
extended depends upon the condition of the biceps 
or triceps. 

4. Many cases have been proved to be cases of 
muscle fatigue, not true paralysis. Overcorrection 
in plaster for several weeks gives very good results, 
particularly in dealing with the leg muscles. 

5. Many spines are injured because children are 
allowed to walk too early. Braces should not be 
used until they can be used without injury to other 
weakened muscles. 

6. The treatment can be carried out more suc- 
cessfully in the hospital than in the home because of 
the constant supervision. 

7. Electricity has no place in the treatment of 
this disease. 

8. Muscle training and re-education is very 
valuable in the convalescent and chronic stages, but 
is contra-indicated in the acute and sub-acute 
stages, where its use may do much harm by stimu- 
lating the diseased motor cells that require absolute 
rest. 

9. Out of 112 cases, 86 showed a very weakened 
condition of the spinal muscles, and 42 presented a 
decided curve. The author believes that polio- 
myelitis is the cause of most cases of scoliosis. He 
doubts whether faulty posture alone causes scoliosis, 
with the exception of those cases caused by rickets, 
empyema, asy metry, etc. 

All treatment of weakened or paralyzed muscles 
should be based on the law that a stretched muscle 
will not regain its tone, and all affected muscles 
should be held in a position of constant relaxation. 

J. J. KURLANDER. 


SURGERY OF THE SPINAL COLUMN AND CORD 


Blair, R. B.: A Note on Cervical Laminectomies. 
Lancet, Lond., 1917, cxciii, 200. 

The number of cases of gunshot and shell wounds 
involving the spine which are operated on at the 
clearing station is small. Many are hopeless; 
however, there are cases in which operation should be 
considered. The deciding factors may be incom- 
plete paralysis, accessibility of the missile, and pain 
due to pressure on nerve-roots, any one of which or 
a combination of all three should remove all doubt 
from the surgeon’s mind as to operation: 

If there is pressure on the cord by bony fragments 
or missiles the sooner that pressure is removed the 
more hopeful is the outlook. Should a missile be 
lodged delay may invite the advent of sepsis. 

Before considering operation an X-ray examina- 
tion is advisable. 

Retention of urine necessitates catheterization 
every six hours or suprapubic cystotomy; usually the 
latter seems wise. Thompson Walker advises such 
a procedure as early as possible. V. C. Hunt. 


Guillain, G., and Barré, I. A.: Gunshot Injuries of 
the Spinal Cord (Les plaies de la moélle epiniére 
par blessures de guerre). Bull. et mém. Soc. méd.d 
hép. de Par., 1917, xli, 896. 

During the French offensive at the Somme from 
July 1 to December 1, 1916, the authors observed 
225 cases of true or supposed spinal cord injuries 
and traumatic paraplegia in their service. Of 
these, 138 cases died in the hospital and 87 have 
been evacuated. In a previous report the authors 
stated that cord injuries are most frequently due to 
fragments of shell; 123 of these cases were due to 
this cause, 51 were bullet injuries, 23 shrapnel, and 
28 miscellaneous. The dorsal region is most fre- 
quently injured. In the 138 fatal cases, 12 were 
cervical, 43 were superior dorsal, 51 inferior dorsal, 
and 32 were lumbar injuries. 

At autopsy in 24 cases the lesions found were 
hematomyelitic with acute necrosis of the cord 
without any existing opening of the dura mater. 
It must not be assumed that there is total or partial 
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section of the cord in cases of traumatic paraplegia. 
There are cases where the projectile, whether or not 
it fractures a vertebra, passes at some distance from 
the cord without injuring the dura in any way, but 
nevertheless indirectly causes intramedullary lesions 
with hematomyelia or necrosis which give rise to 
a clinical paraplegia syndrome. 

In only 15 autopsies did the author find complete 
anatomic section of the cord. This condition can 
only be verified at autopsy, because during an opera- 
tion it is almost impossible to affirm that a cord is 
completely sectioned. 

Among 87 cases which recovered and returned 
to base hospitals were 35 cauda equina lesions. 

Among the dorsal and lumbar medullary lesions 
there were 9 cases which showed a Brown-Sequard 
syndrome. All survived and were evacuated. 
Cauda equina lesions were relatively numerous and 
showed a tendency to progressive improvement. 

W. A. BRENNAN. 


Roberts, C. W.: Gunshot Injuries of the Spinal 
Cord, with Report of Two Cases. South. M. J., 
1917, X, 734- 

In civil practice injuries of the spinal cord pro- 
duced by gunshot wounds are frequently seen, and 


SURGERY OF THE 


Sommerfelt, L.: Metastasic Spinal Ganglion Sar- 
coma with Induced Ascending Paralysis (Sar- 
kom utgaaende fra spinalganglion med infiltration 
i rygmarvens og hjernens tynde hinder, under bil- 
ledit av en opadstigende lammelse). Norsk. Mag. 
f. Legevidensk, Kristiana, 1917, lxxviii, 968. 

The case of spinal ganglion sarcoma with induced 
ascending paralysis which is reported by Sommer- 
felt is unique in literature, according to his research. 
It occurred in a man of 28 years, and the symptoms 
were those of paralysis. Death resulted and au- 
topsy disclosed a sarcoma lying entirely outside of 
the spinal canal and situated about the twenty- 
fourth left spinal ganglion. The sarcoma had a 
fibrous capsule and was connected with nerve roots. 

W. A. BRENNAN. 


Blanc: Nerve Anastomosis in Paralytic Deformities 
(Las anastomosis nerviosas en las deformidades 
paraliticas). Siglo méd., Madrid, 1917, Ixiv, 661. 

Blanc reports a clinical experience in the treat- 
ment of after-results of infantile poliomyelitis. 

In two cases operated upon by Blanc the patients 
had suffered a paralysis of the anterior group of the 
leg muscles, the resulting deformity amounting 
almost to equinism. Blanc first practiced a prolon- 
gation of the Achilles tendon and eased the tibial 
anterior tendon and the extensors of the toes. He 
then sought out the anterior branches of the pero- 
neal nerves, which innervate these muscles, and 
sectioning a length of nerve united its lower end to 


the symptoms which follow furnish the key to 
treatment. Some surgeons advise and practice 
exposure of the cord over the seat of injury in all 
cases, holding that the real extent of injury to 
the cord can only be determined by exploration and 
that no harm is done by this procedure. A more 
conservative view favors waiting in such cases to 
determine whether or not the cord is completely 
divided. Regeneration of nerve tissue in the cord 
after complete division is a mooted question. The 
present teaching and accepted practice favors 
operative procedure i in all cases where clinical signs 
or the X-ray give evidences of pressure on the 
cord. In gunshot injuries fragments of vertebra 
are frequently driven against or into the cord, 
and in many cases the bullet itself is buried within 
the cord substance. When there is sudden and 
complete paralysis of motor and sensory nerves be- 
low the segment of cord involved in the injury, the 
author advocates the expectant plan of treatment, 
but if gradual paralysis follows the injury, or if 
paralysis is confined to nerves of motion, operative 
delay is disastrous in most cases. He gives reports 
of two cases, one in each class, to prove the cor- 
rectness of the procedure as he has outlined it. 
D. N. EIseNDRATH. 


NERVOUS SYSTEM 


another resected from the most posterior branches of 
the internal popliteal sciatic nerve. The upper ex- 
tremity of the dissected peroneal branch nerve was 
inverted upon itself in the same manner as is done 
in nerve extremities of amputation stumps. 

The results at the end of three months were highly 
satisfactory and showed a greater tonicity in the 
anterior muscles of the leg and some movements of 
dorsal flexion. It is probable that the nerves which 
activate the paralyzed muscles are not in a state of 
complete atrophy and that an incomplete regen- 
eration is accomplished by means of the nerve anas- 
tomosis. W. A. BRENNAN. 


Clarke, J. M.: Gunshot Wounds of Peripheral 
Nerves. Bristol M.-Chir. J., 1917, xxxv, 61. 


The nerve may be completely divided, partially 
divided, or injured by compression, scar tissue, 
callus or some foreign body. Location of the injury 
rests on an anatomical basis, aided by X-rays. 
The extent of the damage is estimated by motor and 
sensory paralysis, muscular wasting, pains, hy- 
peresthesia, trophic lesions and electrical reactions. 
Pain and hyperesthesia mean partial injury; if 
these are replaced by analgesia and tactile an- 
wsthesia, compression is probably occurring. Se- 
vere forms of trophic disturbance such as ulcers 
occur in complete division. 

Secondary operation may be done after the wound 
is healed or after the amount of permanent paraly- 
sis is determined. Preliminary treatment con- 
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sists in keeping the limb wrapped, application of a 
splint to keep the paralyzed muscles relaxed, daily 
massage, and electrical treatment. A prophylactic 
dose of tetanus antitoxin is desirable. Operation is 
advisable: (1) in complete division; (2) where 
paralysis is stationary after four months; (3) 
where improvement suddenly stops with signs of 
compression; (4) where there is great pain; (5) 
with the occurrence of trophic ulcers. After suture, 
electrical treatment should not be begun for some 
time. Cases of nerve concussion recover in six 
weeks. Partial division should recover in from 
two to six months. The greater distance the site 


of the lesion is from the periphery, the longer it . 


takes to recover. 

Operative findings may show the following: 

1. The nerve may appear to be normal. 

2. There may be complete division of the nerve, 
with a bulbous swelling at the end of the upper 
segment, succeeded by a mass of scar tissue of 
variable thickness, and adherent to the surrounding 
tissues. The treatment adopted is to free the two 
ends of the nerve, cut off the upper segment through 
the upper end of or above the bulbous swelling so 
as to expose visible nerve-bundles with no excess 
of interstitial fibrous tissue, and suture with catgut. 
The junction may be wrapped in Cargile membrane 
or with saphenous vein, but often nothing is used. 

3. There may be a bulbous swelling on the nerve, 
adherent to the track of the bullet, and it may be 
doubtful whether the nerve-fibres pass through it 
or are interrupted. In such a case the nerve is 
stimulated electrically above and below the bulb. 
If, in the case of a small or medium-sized nerve, not 
the sciatic, any muscles supplied by it contract, 
the scar is freed and wrapped in saphenous vein. 
If there is no response, the scar is excised and 
sutured. 

4. A large nerve, such as the sciatic, may show 
symptoms of a partial division, and at operation 
part of the nerve show a scar. The best procedure 
is to take out a quadrilateral, including the scar, 
and, by splitting the nerve-trunk up and down, to 
bring the two ends together, leaving the intact por- 
tion of the nerve undisturbed. 

5. The nerve may be intact, but pressed upon by 
a bullet or shattered bone. The treatment is to 
remove the cause of pressure; but although this 
relieves pain at the time, it is apt to return during 
the process of healing and prove intractable. 

LisTeR TUHOLSKE. 


McCurdy, S. L.: Injury of the Musculospiral 
Nerve. Am. J. Orth. Surg., 1917, XV, 711. 


Injury of the musculospiral nerve practically 
destroys the usefulness of the hand. When this 
nerve is severed or its continuity is destroyed in any 
manner, the extensor forearm group of muscles 
are inactivated with consequent inability to extend 
the fingers or to extend the hand upon the forearm. 
The flexors of the hand and fingers contract and pro- 
duce in time an exaggerated contraction of the fin- 
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gers, the hand assuming a condition of claw hand. 
The author states that this was first described by 
Volkmann, and is known as Volkmann’s ischemic 
paralysis and contraction. Any force which may be 
brought against the musculospiral nerve in its 
course from the cervical vertebre, along the bra- 
chial plexus, or along the humerus to the extensors 
of the forearm, will produce a condition of wrist 
drop. Obstetric paralysis, that variety of brachial 
injury which occurs during parturition, is not in- 
frequent. 

Musculospiral injury results most frequently 
from fracture of the shaft of the humerus and epi- 
physeal separation of the lower end of the humerus. 

Another variety of musculospiral injury is due 
to gunshot wounds; where the nerve is severed in its 
course, without injury to the bone. When the 
entire nerve has been severed, there will be complete 
paralysis of all muscles in the extensor group, both 
of the thumb and the digits, in cases where the in- 
jury is in the neighborhood of the elbow. In ad- 
vanced cases the deformity is quite marked; the 
hand assumes an angle of 45° or more, the wrist is 
flexed, the first row of phalanges is extended, and 
the second and third markedly flexed, assuming 
a claw shape. 

Treatment is based upon the length of time 
which has elapsed from the time of injury to the 
time the case comes under observation. Section 
of the nerve, either in cases associated with frac- 
ture or following stab or gunshot wounds, requires 
immediate suturing of the nerve. 

McCurdy records in detail several cases treated 
by himself. In one case he operated 5 days after 
the injury was sustained and sutured the ends of 
a musculospiral nerve. Owing to the movements 
of the arm, the lower end of the nerve had retracted 
so that the ends were about an inch apart. They 
appeared to have healed over so completely that it 
was necessary to freshen the ends. 

They were brought end to end, and the nerve 
sheath sutured with No. oo catgut, a very fine, 
curved needle being used. Five interrupted sutures 
were used to approximate satisfactorily the ends 
of the nerve. Another row of sutures was used to 
adjust what appeared to be the original environs of 
the nerve, after which the wound was closed with 
silkworm gut sutures. The patient made a splendid 
recovery. 

The second case was similar. The man returned 
to duty as a railroad conductor within ten months 
of the date of the accident. He was greatly im- 
proved. 

In a third case McCurdy transplanted the flexor 
carpi ulnaris into the extensor communis digitorum 
as follows: The muscle is first freed about four 
inches above the head of the ulna through an inci- 
sion of about two inches. 

‘The second step in the operation is to sever the 
flexor carpi ulnaris subcutaneously at the insertion 
into the carpal bones. A third incision is made over 
the dorsum of the forearm just above the annular 

















ligament, exposing and dissecting out the extensor 
communis digitorum tendon. This requires an 
incision about an inch or an inch and a half long. 
The flexor carpi ulnaris is now drawn through the 
incision on the outer surface of the ulna. In some 
instances it may be necessary to sever this muscle 
from the wrist by an open incision rather than sub- 
cutaneously, in order to free properly the end of the 
tendon from its attachment. 

“The next step is to pass a dressing forceps from 
the incision on the dorsum of the wrist underneath 
the skin around the ulna, through the first incision. 
The free end of the flexor carpi ulnaris is now drawn 
through underneath the skin to the dorsum of the 
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wrist. The fingers are overextended and held in 
this position by an assistant while the flexor muscle 
is sutured into the tendon of the extensor. It is 
best to split the extensor to permit the end of the 
flexor to be more securely sutured so that a more 
firm repair will result.’’ 

Operative interference is also required in the typi- 
cal Volkmann’s ischemic paralysis and contraction. 
The flexor tendons are stretched under an anesthetic. 
A splint is used, and after months of effort the fingers 
are restored to almost a straight line. The operation 
in one case did not, however, restore normal range of 
flexion and extension, but permitted sufficient mo- 
tion to restore partial use of the hand. Patti Lewin. 


MISCELLANEOUS 


CLINICAL ENTITIES—TUMORS, ULCERS, 
ABSCESSES, ETC. 

Kolmer, J. A.: The Diagnostic Value of Examina- 
tions of Cerebrospinal Fluid. Med. Clin. N. 
Am., 1917, i, 355. 

It is readily understood that with the majority 
of diseases of the cerebrospinal system, accompanied 
by demonstrable changes in the cerebrospinal fluid, 
the diagnostic value of spinal puncture and an 
examination of the fluid is best appreciated with a 
complete analysis of the fluid by a physician who 
understands the underlying principles governing 
the pathologic changes which may occur. Aside 
from finding the specific micro-organisms of a 
disease in the cerebrospinal fluid, there is no other 
single specific change, except first, possibly, the 
Wassermann reaction, which, when positive, in- 
dicates that the patient is infected with syphilis and 
that the nervous tissues may be involved; and 
secondly, the colloidal gold reaction, which, when 
yielding a typical paretic curve, indicates paresis. 
Even in these latter conditions other data, such as a 
protein determination and total cell count, are 
valuable in aiding the diagnosis, as exemplified in 
the four reactions of Nonne, namely, a total cell 
count, protein determination, and Wassermann re- 
action with cerebrospinal fluid and blood-serum. 

In acute meningitis, the cloudy or purulent fluid 
in which the micro-organisms are found by smear 
or culture, is sufficient for diagnosis, although cell 
counts and protein determinations furnish data 
indicating the severity of the infection and serve as 
guides, indicating regression or progression of the 
disease under treatment. In practically all other 
conditions more complete studies, according to the 
following outline, are necessary before the full 
value of a cerebrospinal fluid examination is to be 
gained: 

1. Pressure as taken with the Landon manometer 
and in a uniform manner, preferably with the pa- 
tient lying on the left side. 

2. Physical appearance of the fluid. 


3. Total cell counts made with fresh warm fluid 
and preferably with the Fuchs-Rosenthal chamber. 

4. Differential cell counts made with direct 
smears of the sediment secured by thorough cen- 
trifugalization or by the Alzheimer method. 

5. Protein determination, employing the Noguchi 
or Kaplan tests. 

6. Sugar determinations, employing the simple 
and rather crude Fehling’s reagent or the more 
accurate micro-method of Bang. 

7. The Wassermann reaction, employing graded 
amounts of fluid up to and including a dose of at 
least 1.5 ccm. 

8. The Lange colloidal gold test, employing an 
acceptable reagent. 

9. Bacteriologic examinations if the presence 
of bacteria are suspected; by direct examination of 
stained smears of sediment or cultures of the sedi- 
ment on appropriate culture-media. Animal in- 
oculation tests may be employed for the detection 
of tubercle bacilli and Treponemata pallida. 

Epwarp L. CoRNELL. 


Pepper, O. H. P., and Pearce, R. M.: Myeloma with 
Metastasis to Liver and Spleen. J. Med. Re- 
search, 1917, XXXvii, 171. 

The view that true myeloma does not form 
metastases has been emphasized ever since the 
first recognition of this condition, and doubt has 
frequently been cast upon the few cases of myeloma 
in which it was claimed that metastases were 
found. After careful study of the evidence pre- 
sented, the authors state that some of these cases 
scarcely seem to belong in the group of myelomata, 
while in still others the claim of metastasis formation 
seems to have been due to a careless use of the word 
metastasis, or to a misinterpretation of a direct 
extension of the myeloma process from bone to 
adjacent soft parts. 

These errors, they believe, can be readily under- 
stood; the extreme confusion in the classification 
of the group of tumors and the variability of the 
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cell types make the proper identification of a 
border line case very difficult. In addition, some 
authors have described cases of myeloma in which 
there occurred a large skeletal tumor which they 
considered primary, and a number of smaller 
nodules also in the bones, which they called metas- 
tases. This the authors believe to be undoubtedly 
incorrect, as many cases with diffuse or multiple 
uniform involvements would tend to prove. There 
is, however, a small group of cases in which the 
tumor described seemed rightfully to belong to the 
myeloma group, and in connection with which there 
were found foci of identical tumor tissue at some 
distance from the bony involvement. 

The authors give a summary of such cases as are 
found in literature, and report a case which they 
believe belongs in this group. This case was un- 
usually interesting in that no definite nodules of 
myeloma were demonstrable by X-ray or at au- 
topsy; and because there was found throughout the 
liver and spleen, which were grossly normal, a 
diffuse infiltration of microscopic foci of cells 
identical with those of the bony tumors. These 
findings seemed to justify a claim of true metastasis 
formation in this case. 

From their study the authors draw the following 
conclusions: 

A case of multiple myeloma was reported in 
which the tumor cells were of the bone-marrow 
plasma cell type. The tumor cells did not show 
granules by oxidase stains. Groups of identical 
cells were found in the liver and spleen. 

The literature contains reports of authentic 
cases of multiple myeloma in which foci of the 
tumor cells were demonstrated in the liver, spleen, 
ovary, tonsil and lymph nodes. It is the opinion 
of the authors that these represent metastases 
rather than “homologous new formations.” 

GeorGcE E. BEILBy. 


Henderson, Y., and Haggard, H. W.: Observations 
on Surgical Shock; a Preliminary Note. J. Am. 
M. Ass., 1917, lxix, 965. 

The condition of surgical shock, unless associated 
with extensive hemorrhage, is always the result of 
prolonged and severe sensory stimulation. As 
stimulation of sensory nerves induces discharge 
from the suprarenal glands, it may be assumed that 
the rate and duration of secretion is proportional 
to the intensity of the stimulus. Whether a pro- 
longed condition of excess of epinephrin in the cir- 
culating blood can produce shock is one of the ques- 
tions attempted to decide. 

Prolonged excessive secretion of epinephrin, if it 
occurs under pain, is not a critically important 
factor in the production of shock. It is, therefore, 
improbable that surgical shock is a result of ex- 
cessive secretion of the suprarenals secondary to 
sensory stimulation. 

Apparently the reduction of the carbon dioxide 
content of the blood by the excessive breathing 
under pain or ether excitement results either in 


loss of alkali, or a formation or retention of other 
acids. This acidosis, or reduction of alkaline re- 
serve, whatever its details, is, at least in respect 
to respiration, clearly of a compensatory character, 
for otherwise the intense acapnia would always 
quickly result in a fatal apnoea, as in fact it fre- 
quently does. It is particularly noteworthy, in 
support of this conception, that in the experiment 
with ether in which the animal was made to re- 
breathe through a long tube, thus keeping the 
alveolar carbon dioxide tension at a nearly normal 
level, the rate and degree of ether acidosis was 
correspondingly decreased. 

In the metabolism experiments in which ob- 
servations of the oxygen consumption and carbon 
dioxide elimination were made before and after 
the production of shock, it was found that the con- 
dition of shock involves a profound depression of 
metabolism, the oxygen consumption falling 45 
per cent in one experiment and 50 per cent in an- 
other. This depression of metabolism is progres- 
sive and ends in death. 

The introduction of the gas mask in warfare 
has accustomed men to a form of apparatus by 
which rebreathing can be readily arranged.  For- 
tunately, it is easily applicable on the battlefield 
where human material is regularly available for the 
study of shock. By this means it is hoped to get 
an adequate test of the question whether rebreath- 
ing will prevent or decrease the development of 
shock in severely wounded men as it does in animals 
under experimental conditions. 

For those already in shock and breathing feebly, 
rebreathing involves a dangerous limitation of 
oxygen. In this condition the administration of 
percentages of carbon dioxide approximating the 
normal alveolar air by the same method used for 
administering oxygen is the measure which, in the 
light of ten years’ work in a laboratory, is certainly 
worthy of trial. Epwarp L. CornELt. 


Archibald, E. W., and McLean, W. S.: Observations 
upon Shock, with Particular Reference to the 
Condition as Seen in War Surgery. Az. Surg., 
Phila., 1917, Ixvi, 280. 


The difficulties of transporting wounded from 
the trenches are graphically depicted. Being con- 
stantly within range of the fire of the enemy, the 
wounded are thus exposed to fatigue, cold, wet and 
prolonged loss of blood. These conditions greatly 
predispose to shock. 

The author’s observations can be summarized as 
follows: 

1. Wounds of the chest and head very rarely 
present symptoms of shock. 

2. Practically all cases of shock were wounds of 
the locomotor system, or of the abdomen. 

3. In practically all of the recoveries, the pa- 
tients were kept warm. 

4. Fall of temperature was a fatal indication, 
death following when the temperature was _ be- 
low 92. 

















5. When shock was marked, the blood-pressure 
was below 75, or could not be obtained. 

6. Pulse was always rapid and respiration was 
increased. 

7. Hemorrhage involving a moderate loss of 
blood tends to aggravate shock. Intravenous salt 
solution, which is helpful in haemorrhage, is useless 
in shock; it acts rapidly but is not lasting, holding 
up blood-pressure only for a few hours. Colloid 
solution of 25 gr. in a liter of saline was more 
effectual in haemorrhage than the saline alone. 
Blood transfusion was disappointing, and while the 
color was improved and blood-pressure elevated, 
it had no more permanent effect than the gelatin 
and salt. Blood transfusion for loss of blood is 
not accompanied with the complex mechanism by 
which blood is continuously withdrawn from the 
circulation in shock. Pituitrin increased the pulse, 
but was transitory and of real value only in mild 
shock. Adrenalin is contra-indicated because of 
its constricting action on liver capillaries. 

Diastolic blood pressure is of importance in ad- 
vanced shock. Systolic at 100 with diastolic at 
20 or 40 indicates shock. When intravenous saline 
fails to raise the diastolic pressure, shock is still 
present and the patient will probably die. If the 
systolic sound is first heard only during expiration, 
and becomes continuous only some ten to twenty 
mm. lower, there is always shock and blood-pressure 
is low. Such cases frequently die. Patients rarely 
recover whose systolic blood-pressure is 65 or be- 
low. Hemorrhage alone will not influence the 
blood-pressure materially unless accompanied by 
shock. 

The author enumerates the causes of shock and 
concludes with the statement that while a low 
blood-pressure is one of the most constant signs of 
shock, it is neither the essential factor nor the cause. 
Blood transfusion, both experimentally on animals, 
and clinically, failed to overcome shock. The 
author believes that there is a local acapnia when 
the bowel is long exposed, but primarily it is more 
probably in the nature of an inhibition by which 
capillary tone is lost and the balance of the local 
chemical changes between blood and tissue or cell 
fluids is upset. Cold and fatigue predispose to 
shock, perhaps by cooling the blood. 

Recent English work, the author states, has dem- 
onstrated in shock a serious loss of plasma into the 
tissues with a consequent rise in the hemoglobin, 
and the viscosity of the blood in the vessels. In 
shock produced by histamin, Dale and Laidlaw 
showed that one-half the plasma had disappeared 
into the tissues. It is believed that in shock thus 
produced the tone of the capillaries is lost and the 
blood stagnates. The author accepts this theory 
as the point of primary failure in traumatic shock. 
Contributing factors are lack of blood to the venous 
system, gradual failure of the heart and of the 
coronary supply. The capillary failure leads to 


insufficient oxidation, which results in asphyxial 
acidosis. 


The acid substances thus formed cause 
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the proteins of the tissue to imbibe water from the 
blood. 

Hypertonic salt solution at twice decinormal 
strength would be of some promise, since its chief 
effect would naturally be to call back into the blood 
the plasma lost to the tissues. M.A. BERNSTEIN. 


Bartlett, C. J., and Ozaki, Y.: Phagocytosis in Vivo 
under Various Conditions. J. Med. Research, 
1917, XXXVii, 139. 

The authors believe that the great increase in 
knowledge regarding bacterial phagocytosis which 
has resulted from opsonic studies of the past decade 
and a half concerns chiefly phenomena demonstrat- 
ed in vitro. It is evident that such phenomena 
may not always indicate the extent of phagocytic 
activity occurring in the immunizing processes as 
they take place in the living animal body. In 
other words, the same thing may or may not occur 
in vivo as in vitro. 

In a récent report made by the authors it was 
evident that the relative number of cocci ingested 
by leucocytes as compared with those in fixed cells 
varied under different conditions. It seemed to 
them desirable to follow this observation further. 
In these in vivo experiments they were able to follow 
the process of phagocytosis as it is brought about 
by the activity of untreated native leucocytes and 
fixed cells in co-operation with the blood plasma. 

From a long series of experiments which the 
authors give in detail, they draw the following con- 
clusions: 

The method of the estimation of phagocytosis in 
vivo by means of bacterial injection with subsequent 
microscopical examination of the tissues is available 
in order to study the processes of phagocytosis 
which actually take place within the living organs 
and tissues in normal as well as abnormal conditions. 

The phagocytosis in vivo of micrococcus aureus 
by leucocytes seemed to be slightly lowered in acute 
phosphorus poisoning and occasionally after chloro- 
form anesthesia. It was hardly interfered with by 
fasting of a moderate degree. 

The phagocytosis in vivo by leucocytes did not 
undergo any marked deviation from normal after 
general anesthesia. On the other hand, it has been 
generally recognized that chloroform as well as 
ether anesthesia reduces the opsonic index to a more 
or less marked degree. The co-operation of some 
constituents of the blood plasma other than those 
in the serum may exert a compensatory influence 
upon the process of bacterial ingestion; this is the 
probable explanation for the discrepancy between 
the phagocytosis in vivo, and that in vitro, the 
authors believe. 

The phagocytosis in vivo of micrococcus aureus 
by leucocytes showed a marked diminution in ac- 
tivity in the advanced stages of an acute general in- 
fection caused by the same micro-organism. The 
process they believe to be probably of specific 
nature. 

The phagocytosis in vivo of micrococcus aureus 
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by leucocytes in the course of an acute general in- 
fection caused by bacillus coli seemed to show but 
little change from that in normal animals. This 
fact probably has some significance in considering 
secondary and mixed infections. 

The authors draw attention to the fact that it has 
already been noticed that the bacteria introduced 
into the blood stream are chiefly detained by the 
spleen and liver, if the lungs be excluded, where the 
detention of bacteria is chiefly temporary. This 
peculiar biological property of the spleen and liver 
was, if not completely, partly lost when these organs 
underwent a marked degeneration. This was 
probably due to the lessened vitality of the macro- 
phages present in these organs. 

When the leucocytes became less capable of in- 
gesting bacteria, the phagocytic tissue cells of the 
lung, spleen and the liver acted to a greater or less 
extent in a compensatory way for the deficient part 
of leucocytes. This fact is of great significance for 
the elimination of bacteria from the circulating 
blood. GrorcE E. BEILBy. 


Smith, E. F.: Embryomas in Plants. Bull. Johns 
Hopkins Hosp., 1917, xxviii, 277. 

In April, 1916, the author announced the dis- 
covery of a new type of crown gall, one containing 
numerous leafy shoots; and he showed that he 
could produce jit at will by making his bacterial 
inoculations in leaf axils where there was a dormant 
bud; that exceptionally in tobacco he had produced 
it on the blade of a leaf where there were no buds, 
and once in an internode; that frequently the secon- 
dary tumors were of the same type as the primary 
tumor, i.e., full of perishable leafy shoots; and 
finally, that he regarded it as a true embryoma 
comparable to those occurring in animals. Since 
that time the author has been experimenting con- 
tinuously and now offers further data on the 
production of these anomalous crown galls which, 
following Adami’s terminology of tumors, he con- 
siders to be atypical teratoid tumors. With one 
exception, all the illustrations used are of tumors 
which were the result of pure-culture bacterial 
inoculations, although the author has since dis- 
covered that leafy crown galls occur in nature on 
various plants, e.g., on the rose and on the carnation. 

Crown gall is a common tumor due to a white rod- 
shaped polar-flagellate schizomycete, according to 
Smith. It occurs on many kinds of plants, wild 
and cultivated, but chiefly on the latter. In certain 
striking ways this tumor resembles malignant animal 
tumors. For earlier literature on its structure and 
etiology, and on the morphology and biology of the 
organism causing it, Smith refers to Bulletins 213 
and 255 of the Bureau of Plant Industry, U. S. 
Department of Agriculture. He also refers to his 
article jin the Journal of Cancer Research, April, 
1916, in which he specially summarized his con- 
ception of its relation to human cancer; and in 
Science, June 23, 1916, in which he endeavored to 
answer various objections to his views. 


The commonest form of the tumor, Smith states, 
is a sarcoma; that is, a hyperplasia developed out of 
conjunctive tissues. In 1906 for the first time this 
tumor was produced with a definite micro-organism 
by Smith and his associates, since which time they 
have produced hundreds of crown galls with pure 
cultures of their bacterium tumefaciens. Cancers 
occur, he therefore believes, not only in animals but 
also in plants, if his interpretation is correct. 

The parasite was intracellular and invisible, or 
at least very hard to demonstrate in tissues, but 
can be isolated by the methods of the bacteriologist. 
It can also be isolated on slides, and stained by 


_ diffusion in sterile water from the cut surface of 


fresh young tumors, and is then seen to be about the 
same size and shape as when grown in cultures. It 
was not very abundant in the tumor, and was not 
demonstrable in the vessels or between the cells. 

It did not kill the tissues, but stimulated them 
into abnormal growth by means of its diffusible 
products, acid and alkaline. Death of tissues 
came about in other ways, i.e., by loss of water or 
by the destructive action of other organisms, the 
naked tumor offering unusual facilities for their 
entrance. 

The ordinary crown gall gave rise to parenchy- 
matous tumor strands on which secondary tumors 
developed with the structure of the mother tumor. 
Many of these secondary tumors were seen especial- 
ly on the Paris daisy, but so far as observed by the 
author not one of them was an embryoma. 

Many of the experimentally produced tumors 
were embryomas; that is, sarcomas containing 
rapidly developing abortive parts of the young 
plant,— roots, stems, leaves and flower-buds or 
cells containing floral pigment. These tumors 
were caused by the same parasite as the ordinary 
crown galls, the difference between the two types 
of tumor being due to unlike reactions of the various 
tissues. If conjunctive tissue only was stimulated, 
a simple sarcoma resulted; but if. on the contrary, 
the infected conjunctive tissue cells were close to 
totipotent cells, then they also began to grow and a 
complex tumor resulted, an embryoma. 

When the embryomas gave rise to secondary 
tumors, the latter were either embryomas, like the 
mother tumor, or simple sarcomas. In this par- 
ticular, also, they followed the law of animal em- 
bryomas. The organs or tissue fragments in the 
embryomas were feebly vascularized and aborted 
at various stages of development, usually early. 
The organs and fragments of organs in these tumors 
were often monstrous, i.e., simplified, reduced, 
duplicated, fused, abnormally oriented, or asym- 
metrical; and frequently their tissues also were sub- 
sequently invaded by the sarcoma. 

Monsters occurred frequently in nature and were 
produced repeatedly in various ways, e.g., by graft- 
ing or by fragmentation of eggs, but were either not 
sarcomatous or only accidentally so. This is the 
first time, so far as the author knows, that embry- 
otrhas have been produced experimentally, and 
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certainly the first time they have been produced by 
means of inoculations introducing a micro-organism. 
Whether epitheliomas and carcinomas can also 
be produced in plants by bacterial inoculation re- 
mains to be determined, but the author believes 
they can be. He has obtained the first stages of 
cell division in epidermal cells by bacterial inocula- 
tion and sees no reason to doubt that under favorable 
conditions the epidermis would continue to divide 
and would follow its own law of growth in tumor 
development, i.e., downward into the subepidermal 
tissues. This he leaves for further experiment. 
Frequently normal tissues were torn and crushed 
by the enlarging tumor in mass invasion, but there 
was also an individual invasion on the part of 
tumor cells and vessels. The author did not de- 
termine whether surrounding tissues were also 
absorbed. GeorceE E. BrILsy. 


Simonds, J. P.: Study of Low Blood-Pressure 
Associated with Peptone Shock and Experi- 
mental Fat Embolism. J. Am. M. Ass., 1917, 
Ixix, 883. 

In a series of experiments on animals, by injecting 
peptone and fat into a vein, symptoms were pro- 
duced similar to those of surgical shock. A fall 
in blood-pressure was noted in both fat embolism 
and peptone poison. The following observations 
were made: 

1. The drop in blood-pressure from peptone 
poisoning is very rapid, the lowest level being 
reached in thirty seconds. The drop in blood- 
pressure from fat embolism is slow, requiring several 
minutes to reach the minimum. 

2. Recovery of the animal from non-fatal doses 
of peptone is much more rapid than from fat em- 
bolism. 

3. In fat embolism the toxic effects of ether 
appear to be markedly intensified, and if the ether 
is not withdrawn the animal dies. 

4. In peptone poisoning the greater part of the 
blood is accumulated in the liver and the veins of 
the splanchnic area. The accumulation of blood 
in any one organ is due to gravity. Thus, if the 
foot of the board to which the animal is fastened 
is elevated, the intracranial sinuses are found at 
necropsy to be greatly distended with blood. In 
peptone shock the low blood-pressure is due to a 
loss of tonus in the vessels of the splanchnic region. 
In fat embolism, the passage of blood through the 
lungs is mechanically interfered with. 

5. CEdema of the lungs appears to be a fairly 
constant accompaniment of experimental fat em- 
bolism, but not of peptone shock. 

6. A marked rise in blood-pressure from nicotin 
in peptone and anaphylactic shock was obtained 
only when the nicotin caused a temporary dyspneea. 
The rise was due to the mechanical effects of res- 
piratory suction on the reservoir of blood in the 
liver, and not to the action of nicotin on the vaso- 
motor apparatus. 

It was suggested that the mechanical effect of 


dyspnoea might be of value in the treatment of any 
condition of low blood-pressure in human patients 
in whom there was a large reservoir of blood in 
the liver. This can be accomplished by respir- 
atory suction by drawing the blood into the right 
heart. 

Although the author has not used carbon dioxide 
in his experiments, he has. observed such a rise of 
pressure in peptone poisoning and in fat embolism. 
It has been observed that dyspnoea causes a rise in 
blood pressure in both fat embolism and peptone 
poisoning. The difference in their behavior is as 
follows: 

1. In peptone shock the rise is sharp, dropping 
when respiration becomes normal; in fat embolism 
the rise is more gradual and more sustained. 

2. In fat embolism the same rise occurs from 
rapid respiration which follows removal of the 
anesthetic. 

3. A rise is also induced by vigorous artificial 
respiration by means of a bellows. Neither of 
these methods has produced a rise in pressure in 
peptone shock. 

The author concludes that fat embolism can be 
dislodged from the lung by vigorous respiration with 
bellows, but there is a danger of forcing the embolus 
to the brain. M. A. BERNSTEIN. 


Schamberg, J. F.: The Causes of Reaction After 
Salvarsan. Med. Clin. N. Am., 1917, i, 443. 


A variety of factors may be responsible for the 
production of reactive phenomena, but some are 
relatively unimportant as compared with others. 
These various factors may relate (a) to the in- 
dividual; (b) to the technique of administration, and 
(c) to the drug employed. There can be no doubt 
that individual susceptibility plays a part in reac- 
tions. 

Variations in the drug with the consequent de- 
velopment of traces of impurities are more re- 
sponsible for reactions than any other factor. Sal- 
varsan of absolute chemical purity does not exist; 
it invariably contains certain impurities. The 
early vasomotor symptoms are due to impurities 
in salvarsan. The author has devoted much 
study to a search for the particular chemical varia- 
tion which gives rise to these phenomena, but thus 
far his efforts have not been attended with success. 
He has, therefore, termed the substance X. 

Substance X has a powerful vasoparetic influence. 
It induces dilation of the blood-vessels, followed in 
many instances by leakage of serum into the tissues. 
It is this serous exudation which gives rise to puffing 
of the eyelids or the lips which is at times observed. 
The paretic influence upon the vessels may be so 
severe in some cases as to lead to collapse of the 
patient. Whether the presence of substance X 
could play a part in the production of oedema of the 
brain or encephalitis hemorrhagica in the cases in 
which these rare complications develop is rather 
doubtful, in view of the fact that these symptoms 
usually appear late, Epwarp L, CornELt. 
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McPherson, R.: Report of a Case of Cystic Lymph- 
angioma. Bull. Lying-In Hosp., N. Y., 1917, Xi, 
165. 

McPherson reports a case of cystic lymph- 
angioma occurring in an infant who died on the 
thirteenth day post-partum from severe intestinal 
hemorrhages. The child was born with a large 
cystic tumor covering the entire left thorax, ex- 
tending up beneath the left clavicle and scapula and 
down over the inner surface of the humerus as low 
as the upper third of the forearm. In certain areas 
the tumor extended beneath the muscles. Section 
of the tumor showed it to be composed of cavities 


of varying sizes partially filled with a pale straw- - 


colored fluid. Some septa were 3 mm. in thickness, 
while others were very thin. Microscopically, 
the septa were composed of fibrous tissue, through- 
out which were numerous small cysts lined by 
endothelial cells. The larger cavities were also 
lined by endothelial cells which had been somewhat 
flattened out. H. B. Matruews. 


Hull, A. J.: The Treatment of Burns by Paraffin. 
Canad. J. M. & S., 1917, xlii, 72. 


A new treatment for burns by the use of a prepara- 
tion of paraffin known as ambrine was carried out 
in a military hospital by Sandfort. It consisted in 
washing the burns with sterile water, drying, and 
spraying a layer of ambrine over the surface. The 
burns healed rapidly, constitutional symptoms 
abated, pain was reduced to a minimum and scarring 
appeared to be obviated. 

Because of the fact that ambrine was a secret 
formula, similar preparations of paraffin contain- 
ing resin, essential oils and tars have been used. 
Experiments resulted in the preparation of a 
formula for paraffin No. 7. This contains: resorcin 
I per cent; eucalyptus oil 2 per cent; olive oil 5 
per cent; paraffin molle 25 per cent; paraffin durum 
67 per cent. When resorcin is not obtainable beta 
naphthol 25 per cent may be substituted. The 
amount of paraffin durum is increased to 67.75 per 
cent. No. 7 paraffin is said to be quite as effica- 
cious as ambrine. 

The author describes the method of treatment as 
follows: The burn is washed with sterile water and 
dried. It is then covered with a layer of paraffin 
at a temperature of 50°C. The paraffin may be 
applied with a broad camel hair brush or by means 
of a spray. A thin layer of cotton wool is then 
placed over the burned area and a second layer of 
paraffin applied. The dressing is completed by 
applying wool and a bandage. 

P. H. KREUSCHER. 


Prat: Tetanus and Serotherapy (Tetanos et sero- 
thérapie). Bull. méd., Par., 1917, xxxi, 337. 


From his experience with a large number of 
cases observed in the war, the author is of the 
opinion that antitetanic serum is not only pre- 
ventive but is also curative. The latter fact appears 
to him deducible from: 





1. The amelioration observed in the prognosis 
of actual tetanus cases, which is now only 37 per 
cent in his personal cases; some of these deaths were 
due to septic complications. 

2. The evident effects produced by local injec- 
tions of serum on the symptoms of pain and con- 
tracture in benign and localized cases. They have 
been observed as specially efficacious in localized 
cramps. 

The curative results were the better according 
as the serum doses were larger. W.A. BRENNAN. 


SERA, VACCINES, AND FERMENTS 


Manwaring, W. H., and Crowe, H. E.: Réle of 
Hepatic Tissues in the Acute Anaphylactic 
Reaction. J. Immunol., 1917, ii, 517. 


It was pointed out in 1910 that the pronounced 
fall of blood-pressure, which is the essential feature 
of the acute anaphylactic reaction in the dog, is 
not due to a direct action of the foreign protein on 
the sensitized blood-vessels but is an indirect 
phenomenon, due to the explosive formation or 
liberation of depressor substances by the liver. 

This observation led the authors to study the 
réle of hepatic tissues in anaphylactic guinea-pigs, 
by the application of perfusion methods to isolated 
organs. ‘Two hundred gram guinea-pigs sensitized 
by a single intraperitoneal injection with 0.025 
ccm. goat serum were tested from twelve to sixty 
days after the injection. 

The methods used were: (a) hepatic perfusion; 
an afferent cannula in the portal vein, delivering 
the perfusion fluid under constant pressure and 
temperature; ligation of the remaining portal 
vessels and of the vena cava below the liver; an 
efferent cannula in the vena cava above the dia- 
phragm; and (b) pulmonary perfusion; ligation of 
the ductus arteriosus; an afferent cannula in the 
pulmonary artery, delivering the perfusion fluid 
under constant pressure and temperature; escape 
of the perfusion fluid from the open left auricle; a 
cannula in the trachea. 

The normal liver had a slight detoxicating action 
on foreign protein blood-mixtures, sufficient to 
prevent the passive anaphylactic response in 
subsequent tests with normal lungs. The de- 
toxicating action, however, was never sufficient 
to cause an appreciable difference in subsequent 
tests with anaphylactic lungs. 

The anaphylactic liver had a marked detoxicating 
action on foreign protein blood-mixtures, usually 
sufficient to prevent all but a trace of the anaphy- 
lactic response in subsequent tests with anaphylactic 
lungs. The detoxicating action was more pro- 
nounced in perfusions with anaphylactic blood than 
with normal blood. 

The detoxicating action of the anaphylactic 
liver, the authors state, is not due solely to the 
presence of anaphylactic humoral elements. There 
is evidently an acquired detoxicating function of the 
fixed liver cells, and the detoxicating action is not 




















due to a removal or destruction of the foreign protein 
in the perfusion fluid. Their evidence pointed to 
the explosive formation or liberation of vasodilator 
and bronchodilator substances by the sensitized 
liver cells. 

From their study the authors draw the following 
summary: 

The liver of a normal guinea-pig, repeatedly per- 
fused with a mixture of foreign protein and de- 
fibrinated normal or anaphylactic blood, produced 
little or no change in the toxicity of the perfusion 
mixture on subsequent tests with isolated anaphy- 
lactic lungs. 

The liver of an anaphylactic guinea-pig, similarly 
perfused, usually rendered the perfusion fluid al- 
most completely nox-toxic for these lungs. 

This reduction in toxicity was not due to the 
presence of anaphylactic humoral elements, but to 
a specific functional action of the fixed hepatic cells. 
The reduction in toxicity was not due to a removal 
or destruction of the foreign protein in the perfusion 
fluid. 

Evidence pointed to the explosive formation or 
liberation of vasodilator and bronchodilator sub- 
stances by the sensitized liver cells. 

GEORGE FE, BEILBy. 


Smith, C. E., and Solomon, H. C.: Bruck’s Sero- 
Chemical Test for Syphilis; a Report of Four 
Hundred Cases Compared with theWassermann 
Reaction. Boston M. & S.J., 1917, clxxvii, 321. 


Bruck’s original technique is given, but with 
some modifications by the authors. To 2 ccm. of 
distilled water is added 0.5 ccm. of serum and the 
mixture shaken thoroughly. To this 0.3 ccm. of 
acidum nitricum, 25 per cent of U. S. P., or that 
of German pharmacopoeia, specific gravity 1.149, 
is added slowly from a precision pipette, care being 
taken not to allow it to flow down the sides of the 
test tube. Gentle shaking while the acid is being 
added prevents the formation of a flocculent precip- 
itate in normal serum. Each tube must be shaken 
in the same manner to obtain uniform results. It is 
allowed to stand at room temperature for six or 
seven minutes; if allowed to stand 15 or 20 minutes, 
practically all sera will give a positive reaction. 
The tube should be shaken gently once or twice 
during this period. Then 16 ccm. of distilled 
water at room temperature is added; this should 
be allowed to flow gently down the side of the tube 
without disturbing the precipitate. In the normal 
reaction the precipitate will begin to mix with the 
solution at once and the fluid become cloudy, while 
in syphilitic cases the precipitate will be composed 
of large flakes which show little tendency to mix 
with the solution or to cloud the fluid. The tube 
is then inverted three times but not vigorously. In 
the positive test there will be found a gelatinous pre- 
cipitate upon standing, while the slight precipitate 
in the normal is re-dissolved by inverting the tube. 

The serum is obtained by allowing the blood to 
stand at room temperature for an hour and then 
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centrifugizing. Serum that has stood for some 
time may be used as well as bloody serum. The 
same result is given with or without inactivation. 
Postmortem blood also gives results. The best 
sized test tube to use is 13 by 1.9 cm. 

The conclusions drawn are as follows: 

1. Results of the Bruck sero-chemical test in 
405 cases are presented. In 1o1 of these cases 
there were definite clinical manifestations of 
syphilis, in which the Wassermann and Bruck tests 
agreed positively in 74 cases, or 75 per cent. The 
two tests agreed negatively in 12 instances, and 
were at variance in 15. 

2. In the group which showed syphilis of the 
nervous system there were 64 cases of clinically 
certain general paresis, of which the Wassermann 
and Bruck tests agreed in 54 instances, or practically 
85 percent. In other forms of central nervous sys- 
tem involvement the agreement was 100 per cent 
in the 15 cases tested. 

3. In thé cases with no apparent involvement of 
the nervous system the agreement was somewhat 
less, being 76 per cent. This may be in keeping 
with the fact that the Wassermann test was not 
so strongly positive in these cases. 

4. The advantages of the test are: (a) the short 
time required tomake the test; (b) the limited amount 
of apparatus necessary; and (c) the simplicity of the 
technique. 

5. The disadvantages of the test seem, for the 
most part, to be bound up in the personal variations 
that are apt to occur. 

6. There is probably a quantitative chemical 
difference in the protein content of syphilitic and 
non-syphilitic sera, the nature of which is not 
understood. It is hoped that this may be brought 
to light in the near future in the field of chemistry. 

C. A. Bowers. 


Thomas, H. B.: Arthritis and Foreign Protein; 
Chronic Rheumatism Relieved by Intravenous 
Injections. J. Am. M. Ass., 1917, |xix, 770. 


Typhoid vaccine is the agent usually employed. 
It is well established that typhoid vaccine does not 
relieve symptoms by the formation of antibodies, 
but that the benefit derived is due to the protein 
content of dead bacteria. These are thought to 
produce a rise in temperature and hyperleucocytosis, 
just as other proteins, such as milk, maltose, horse 
serum, chicken serum and sodium nucleinate are 
thought to do. 

Thomas’ experience coincides with that of Mueller 
and Weiss: the higher the fever produced, the more 
favorable the result. The production of fever, 
therefore, is probably more therapeutic than is the 
formation of antibodies. Rest in bed and a search 
for the focus of infection are the first essentials 
in treatment. Gastro-intestinal reaction is less 


severe if seven hours have elapsed since the last 
meal. 

The tonsils, teeth, gums, sinuses, ears, eyes, 
prostate, 


urethra, gall-bladder, heart, gastro- 
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intestinal tract, and the female pelvis should be 
examined as possible sites of infection. In a 
few cases there were no demonstrable foci. A pa- 
tient who had a severe multiple osteo-arthritis of 
practically all the joints revealed no focus after care- 
ful autopsy. A dosage of 50 million typhoid vac- 
cine intravenously is the usual dose in the subacute 
and chronic cases of osteo-arthritis, and if those cases 
react moderately, the amount is raised cautiously 
at intervals of two or three days to 75 million bacteria 
at each injection. 

Thomas saw no alarming symptoms or harm done 
in 86 cases. Moderately advanced heart, kidney 
disease, and pulmonary tuberculosis are not con- 
sidered contra-indications for the treatment, except 
that more caution should be observed. 

The immediate effect of the vaccine ranges from 
an uncomfortable sensation to severe chills, high 
fever, and emesis. The chronic cases show less 
reaction. In practically all the cases relief from 
all joint pains a few hours after the injection is a 
pleasing effect. The pains usually reappear after 
an interval of two or three days, but this interval 
decreases with the number of injections. After 
a course of from twelve to twenty-four injections 
covering a period of from one to two months, the 
patients are usually cured. 

In reviewing the end-results, the relief from pain 
is not permanent in more than 30 per cent of cases. 
The remaining cases have done much better under 
this than under other forms of treatment. 

J. J. KURLANDER. 


BLOOD AND LYMPH VESSELS 


Sencert, L.: The Treatment of Vascular Wounds at 
the Front (De la traitement des plaies vasculaires 
a Vavant). Lyon chirurg., 1917, xiv, 640. 


Sencert says that in the case of a wound of one 
of the large vessels the life of the patient depends 
upon the extent of the cutaneous lesion. If this 
is large, death occurs as a rule; if it is small, the 
blood may escape into a neighboring splanchnic 
cavity or it may fill the surrounding vessels. Ina 
certain number of cases the hemorrhage is in- 
significant and there is spontaneous hemostasis. 

Spontaneous hemostasis is more frequently 
observed in cases of complete section of the vessel 
than in lateral wounds and also in cases where the 
vessel has been subjected to contusions and ruptures 
of its interior coat. Sencert has observed 20 cases 
of injuries to the axillary, femoral, and popliteal 
vessels arriving at the ambulance in which there 
was already spontaneous hemostasis. 

At the first aid station the application of an 
Esmarch band should be reserved for cases where 
it is probable that the hemorrhage is due to in- 
jury of a large vessel, as constriction of a limb is 
dangerous and exposes the patient to the risk of an 
ischemia or gaseous gangrene. 

If the cutaneous wound is very narrow, Sencert 
advises that it be closed by a Kocher hemostatic 


clamp. For the treatment of large wounds in the 
ambulance Sencert advises ligature and_forci- 
pressure. If there is no hematoma and if the 
ligature is aseptic and placed in a healthy part of 
the vessel, gangrene rarely occurs. 

Compression of the collateral channels by a 
hematoma increases the danger of gangrene. The 
risk of gangrene is also very imminent if a throm- 
bosis threatens the origin of the collateral channels. 

In the cases of wounds of the popliteal, primary 
femoral and lower third of the axillary arteries, 
ligature is dangerous. In these cases vessel suture 
should be attempted. Success depends upon: 
(1) an aseptic condition of the wound; (2) the plac- 
ing of sutures in a healthy arterial wall without 
existing ruptures of the internal coat. 

When the external cutaneous lesion is narrow the 
patient may show symptoms of diffuse hematoma 
or internal hemorrhage simulating shock. For the 
diagnosis of hematoma, the rhythmic expansion 
and the intermittent blowing sound revealed by the 
stethoscope and synchronous with the pulse are 
important, but they may be absent. 

Sencert indicates two symptoms which are rarely 
absent in cases of arterial lesions, pain and im- 
mobility. When a large artery is injured the 
patient complains of a deep, violent pain which is 
not increased by external pressure. The limb is 
completely immobilized by muscular contractures. 
As a rule lesions of the large arteries are associated 
with a certain degree of shock. 

Diffuse haematoma should be operated upon at 
once in order to remove the menace of ischemic or 
infectious gangrene. Sencert advises immediate 
operation, even if the external wound is puncti- 
form, in order to prevent infection and secondary 
hemorrhage. It is easier and less dangerous to 
operate at once than after the formation of an 
aneurismal sac. In operating, preventive hzemo- 
stasis is important. Sencert rejects the Esmarch 
band and finger compression as insufficient and 
recommends incision and dissection of the artery 
above the hematoma. A strong catgut is passed 
under the artery without tying it; angulation of the 
artery produced by its elevation on the catgut is 
sufficient to stop the current. For opening the 
hematoma large incisions and flap formations are 
recommended. The vascular lesion when un- 
covered is ligatured. 

Sencert has operated upon 42 hematomata. Of 
those involving dangerous arteries, 5 cases of 
hematoma of the axillary region gave 1 death and 
2 cases of gangrene; 9 cases of hematoma of the 
thigh gave 2 deaths and 2 cases of gangrene; 5 cases 
of hematoma of the popliteal region gave 2 cases of 
gangrene. Simultaneous ligature of the vein does 
not increase the danger of gangrene. 

In cases of dry arterial wounds, diagnosis may 
be difficult. Sencert recommends examination for 
pain and immobility and if the symptoms are posi- 
tive, operation is recommended. 

W. A. BRENNAN. 














Gregoire, R., and Mondor, H.: Notes on Vascular 
Wounds (Notes sur les plaies des vaisseaux). 
Lyon chirurg., 1917, xiv, 625. 

Since June, 1916, the authors have observed 80 
important vascular wounds. Of these only 11 
reached the ambulance showing persistent hemor- 
rhage, 8 being arterial and 3 venous. There were 
no immediate signs of hemorrhage in 23. In.such 
cases the vascular wound may be obliterated by the 
projectile, or by the internal coat of the vessel if 
divided, or even by a clot. Silent cases of this 
kind may recover spontaneously without any com- 
plication, but also it may happen that the plugging 
clot may become detached and the man may die 
by hemorrhage which has no septic origin. Hemor- 
rhage may likewise occur from the elimination of 
a necrosed piece of tissue which opens a contused 
vessel. For these reasons in injuries of the larger 
vessels it is always well to make a thorough exam- 
ination of the seat of the wound. No patient 
with a vascular wound should be discharged without 
a proper operation. 

In 16 cases there was diffuse hematoma without 
aneurismal symptoms. In this early stage the 
swelling rarely shows pulsation, noted in only 4 
cases. Two cases showed later pulsation. Two 
arteriovenous hematomata were revealed by a 
manifest thrill, but intervention showed that there 
was no direct communication between the artery 
and vein. 

One arteriovenous aneurism, the carotid artery 
and the jugular vein, was operated by ligation. 
Six cases of ischemic gangrene necessitated primary 
amputation. Seven secondary amputations were 
performed for consecutive ischemic gangrene. 

In all cases the technique employed was ligature 
of the vessel or vessels above and below the site 
of injury. The authors do not favor ligature at a 
distance except in cases where the artery is deprived 
of its sheath for a certain length. 

The immediate results in the 80 cases gave 74 
recoveries and 6 deaths. Two of the deaths were 
due to secondary hemorrhage and two to anemia. 

W. A. BRENNAN. 


Leriche, R., and Heitz, J.: Results of Peri-Arterial 
Sympathectomy in the Treatment of Post- 
Traumatic Reflex Nerve Troubles of the Babin- 
ski-Froment Type (Résultats de la sympathec- 
tomic peri-artérielle dans la traitement des 
troubles nerveux post-traumatiques d’ordre reflexe- 
type Babinski-Froment). Lyon chirurg., 1917, xiv, 
754- 

The authors give very complete clinical histories 
of 18 cases of reflex nerve disturbances consecutive 
to war wounds which they treated by peri-arterial 
sympathectomy. They have attempted to show 
what may be demanded and expected from sym- 
pathectomy in the treatment of contractures and 
paralysis of the Babinski-Froment type. 

The operation is performed by a thorough dissec- 
tion of the cellular arterial sheath carrying the 
sympathetic vasomotor fibers. This denudation 
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should be for a length of 10 to 12 cm. or if the artery 
is occluded the whole thrombosed segment is re- 
sected. 

The results of the operations carried out demon- 
strate several facts: 

1. The operation is followed, after a short period 
of arterial constriction during the manipulations 
of the vessel, by an elevation of the blood pressure 
in the operated limb. 

2. Operation is always followed, after the period 
of arterial constriction, by an intensive vasodilata- 
tion, lasting for sevéral weeks and resulting in a 
considerable elevation of the temperature of the sub- 
jacent segment of limb. 

3. The resection of an obliterated artery produces 
the same reaction of vasodilatation, but even more 
intensive and lasting than sympathectomy by de- 
nudation. 

4. Both operations have a striking action on the 
voluntary contraction of the muscles whose motor 
power was’abolished before. 

Circulatory disturbances in paralysis and reflex- 
contractures are constantly accompanied by local 
vasoconstriction which may temporarily disappear 
by artificial heating. Hence the favorable action of 
peri-arterial sympathectomy is satisfactorily ex- 
plained by the vasodilatation and consecutively 
increased temperature produced; and concerning 
muscular contracture, by the intensified blood irri- 
gation of the muscles which bring more oxygen and 
stimulates the process of dissimilation. 

The disappearance of reflex disturbances, con- 
tractures, numbness, cyanosis, oedema, etc., is not 
always definitive at once, and it may be advisable to 
aid the effects of vasodilatation obtained by sym- 
pathectomy by hot baths of paraffin and by suitable 
exercises. But in any case the resultant improve- 
ment, even in the most severe cases, is sufficient to 
justify the intervention. 

Although sympathectomy is not proposed for 
cases in which the vasomotor and thermic distur- 
bances are not pronounced, the intervention is 
inoffensive. In no case where the operation was 
done was the patient’s condition aggravated, and 
in most cases the authors have observed a period of 
change which tended towards recovery. 

W. A. BRENNAN. 


POISONS 


Manwaring, W. H., Yoshio, K., and Crowe, H. E.: 
Fate of the Foreign Protein in the Acute 
Anaphylactic Reaction. J. Immunol., 1917, 
li, 511. 

The authors group the principal theories con- 
cerning the nature of the acute anaphylactic re- 
action into two classes. Those of the first class 
picture the reaction as due to an increased receptor 
apparatus in the fixed tissues. Those of the 
second class conceive it as a result of an increased 
proteolysis by the body fluids. Believing that 
evidence of the validity or non-validity of these 
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theories might be obtained by applying perfusion 
methods to isolated organs and tissues, they there- 
fore carried out a series of experiments. 

To 50 per cent defibrinated anaphylactic guinea- 
pig blood was added 0.25 per cent to 1 per cent 
egg white or goat serum, and the mixture was in- 
cubated fifteen minutes. No decrease in the amount 
of the foreign protein was observed, when compared 
with a control mixture of the same protein in nor- 
mal blood. 

The immediate humoral anaphylactic reaction 
cannot be looked upon, according to the authors, 
as a hydrolytic cleavage or destruction of the 
foreign protein sufficient to prevent its giving quanti- 
tatively the specific precipitin reaction. 

One-tenth of one per cent to 1 per cent egg white or 
goat serum in Locke’s or Ringer’s solution or in 25 
to 50 per cent defibrinated normal or anaphylactic 
blood was repeatedly perfused through the organs 
of normal animals, and no decrease in the con- 
centration of the foreign protein was observed on 
subsequent titration with a specific precipitin. 
Similar perfusion of the tissues of anaphylactic 
and immune animals gave results identical with 
those having normal tissues. 

The authors found the tests with the lungs of 
anaphylactic guinea-pigs to be of special interest. 
These, perfused with the specific protein, either in 
Ringer’s solution or in normal or anaphylactic 
blood, were thrown into typical anaphylactic 
reactions. The reactions, however, were not ac- 
companied by a demonstrable decrease in the con- 
centration of the foreign protein in the perfusion 
fluids. No demonstrable destruction or binding of 
the foreign protein by the fixed tissues took place 
during the acute anaphylactic reaction. 

From their study the authors determined that 
perfusions of isolated organs and tissues with dilute 
foreign proteins furnish no evidence of a measurable 
destruction of the foreign protein by the blood 
serum, nor of an appreciable destruction or binding 
of the foreign protein by the fixed tissues during the 
acute anaphylactic reaction. Grorcr E. BEILby. 


Anders, J. M.: Diagnosis of Focal Sepsis. Boston 
M.& S.J., 1917, clxxvii, 319. 


One should attempt to recognize the primary 
septic foci before systemic consequences become 
well established. In some cases, other diseases and 
habits influence the condition, as well as the in- 
fection; in others, a cure of the focal infection leads 
to a disappearance of the general symptoms. 

Acute diseases commonly caused by septic foci 
are generalized tuberculosis, rheumatic fever, 
endocarditis, pericarditis, myocarditis, pyamia, 
gonorrheeal arthritis, cholecystitis and appen- 
dicitis. Chronic diseases are arthritis deformans, 
myocarditis, myocardial degeneration, arterial 
fibrosis, chronic nephritis and septicopyemia. The 
foci may be multiple, and may be primary and 
secondary. 

It is of advantage to associate certain clinical 


features with infections in particular parts of the 
body; the primary infection focus in arthritis de- 
formans, acute rheumatic fever, chorea, endo- 
carditis, gastric ulcer, appendicitis, myositis, myo- 
carditis and glomerulonephritis is usually located 
in the head. 

Infection cannot be attributed to one septic 
focus until all other possibilities have been ruled out. 
When making a diagnosis, the following regions 
should always be kept in mind as possible foci: 
the teeth, tonsils, lungs, pleura, the posterior 
urethra, prostate, seminal vesicles, kidneys, bladder, 
uterus, tubes, ovaries and Bartholin’s gland. The 
radiograph is a valuable aid and bacteriological 
examination is important. 

In conclusion, the diagnosis of a primary focus 
embraces the discrimination of non-focal infections 
and the establishment of its seat and particular 
etiologic variety, both from a clinical and bacterio- 
logic viewpoint, supported by X-ray findings in 
many instances, and also by expert opinion in cases 
of tonsillar and sinus involvement. The diagnosis 
of a primary oral focus demands the isolation of the 
streptococcus viridans. C. A. Bowers. 


RADIOLOGY 
Cole, L. G.: Localization of Foreign Bodies. 
J. Roentgenol., 1917, iv, 455. 

The method described by the author is one 
previously published by him but brought up to 
date by embodying the principles of several methods 
used at the front. It consists essentially of a special 
caliper so placed and arranged that the shadow of a 
foreign body falls within a vertical ray passed 
through a ring and cross wire placed on the opposite 
sides of the part being examined. These points 
are marked on the body. The tube, which is 
underneath the supporting table, is then shifted 
15 centimeters from the vertical ray and a second 
exposure made. By means of a sliding scale 
devised by Holland the depth of the foreign body 
can be directly ascertained without the use of 
mathematical calculations, merely using the data 
obtained by the previous examinations. A second 
caliper, somewhat like the other, and called the 
surgeon’s caliper, is adjusted on the part examined 
in such a manner that the information obtained by 
the roentgenologist can be directly utilized by the 
surgeon during the operation. A semicircular piece 
of block tin similar to Flint’s profundameter may 
be used in conjunction with the above to correlate 
the part with a cross-sectional anatomy in order to 
determine the relation of the foreign body to im- 
portant anatomical structures. Detailed descrip- 
tion with diagrams of appliances and technique 
used is given by the author. AporpH Hartunc. 


Holding, A. F., and Long, W. B.: The Truth About 
Radio-Active Therapy in Malignant Growths. 
J. Am. M. Ass., 1917, lxix, 982. 


Of all the methods for cure of cancer that have 
been offered, the only one that has endured to the 


Am. 
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present day is radical surgical removal. With the 
advent of the radio-active substances, radium and 
the roentgen ray, more was claimed for them than 
they were actually able to accomplish, for it is 
doubtful whether, with the exception of basal cell 
epithelioma and certain growths with the mor- 
phology of sarcomata but with low virulence, radio- 
active measures per se cure malignant tumors, 
except in the most infrequent instances; and surgery 
is still the method resorted to. However, it must 
be acknowledged that radiotherapy has become a 
valuable adjuvant to surgery in preventing recur- 
rence after the main mass has been removed, and 
in ameliorating the suffering of patients with an 
inoperable growth. 

The squamous cell epithelioma, because of its 
structure and clinical behavior, is a neoplasm most 
unsuitable for radiotherapy. The author has never 
seen such growths affected by radium or the roent- 
gen ray unless the dosage was pushed to such a point 
that to the physiologic action of the ray was added 
the action of a caustic. On the contrary, the effect 
on basal celled epitheliomas is striking, with no 
more dosage than is necessary to produce a physi- 
ologic effect. 

It is always easier to reduce a metastasis than 
the primary growth, because the cells on account of 
their recent advent in a given locality have not 
had sufficient time to establish vascular relations 
with the stroma, and consequently such vessels 
are apt to be rudimentary in structure and easily 
obliterated. 

Assuming that the foregoing hypotheses are 
true, as the author believes them to be, he urges 
that all operable tumors, basal cell epitheliomas 
excepted, be treated surgically at the earliest 
possible moment, but that all such cases receive the 
benefit of pre-operative and postoperative treat- 
ment with radium and roentgen rays, or both. 
The author also urges that every case of inoperable 
tumor should be given the benefit of radiotherapy, 
for while no promise of cure can be given, more 
relief can be obtained in this than in any other way. 

W. A. Evans. 


Gray, B. F.: Some Essentials in Dental Radio- 
graphy. Dental Cosmos., 1917, lix, 874. 


After a short description of some of the funda- 
mentals of roentgenologic technique and interpreta- 
tion, the author calls attention to some of the 
sources of error such as shadows cast by the over- 
lying antrum and mental and palatine foramina 
lying adjacent to some of the apices. Excepting 
these, he states that a “dark area” about a root 
is essentially an area of bone disintegration which 
means a focus of infection in practically every case. 
Partially filled root canals may harbor infection, 
even though it has not progressed to the stage of 
producing bone disintegration at the apex of the 
tooth. This possibility should be considered when 
the patient has systemic troubles believed to be of 
infective origin. ApotpH HartTune. 


Duane, W., and Greenough, R. B.: Report of 
Results of Radium Treatment at the Collis P. 
Huntington Memorial Hospital by the Cancer 
Commission of Harvard University. Boston M. 
& S. J., 1917, clxxvii, 359. 


The authors present a collective report of 642 
cases of cancer and allied conditions treated by 
radium. The methods of obtaining the data are 
briefly stated, the variety and locations of the le- 
sions treated are tabulated, and results obtained in 
different classes are mentioned. The conclusions 
arrived at are as follows: 

1. Many cases of advanced, inoperable or re- 
current cancer may be given benefit by treatment 
with radium. 

2. In such cases the relief may include one or 
more of the following advantages: relief of pain, 
diminution of discharge, less offensive discharges, 
relief of hemorrhage, diminution in the size of 
tumor masses, even to their total disappearance; 
and improvement in the general condition of the 
patient. To these must be added the undoubtedly 
beneficial psychic effect upon the patient. 

3. In a very small number of advanced and 
apparently inoperable cases, improvement may 
occur such as to permit a radical operation to be 
performed. 

4. In a certain proportion of cases of superficial 
non-metastasizing types of cancer (about 35 per 
cent) and in a much smaller number of cases of 
metastasizing cancer, radium is capable of de- 
stroying the clinical manifestations of the disease. 
Sufficient time has not elapsed to report these 
cases as cured, and they are being kept under 
observation. In a limited number of cases, re- 
currence after apparent destruction of the lesion has 
taken place. In certain situations, as on the eye- 
lids, radium treatment of lesions is to be preferred 
to operation. 

5. In keratoses, papilloma and other benign skin 
diseases regarded as precancerous, radium is effec- 
tive in destroying the clinical manifestations of the 
disease in from 48 to 60 per cent of cases. 

6. In myelogenous leukemia, the beneficial 
effects of radium are pronounced, and although 
recurrence of symptoms may take place, the clinical 
advantages of radium therapy are very marked. 

7. In malignant lymphoma, lymphosarcoma, and 
Hodgkin’s disease, the lesions appear to be especially 
sensitive to radiation, and definite though temporary 
benefit is obtained. When in accessible situations, 
it would appear that the disease can be controlled 
by radiation for a considerable period of time. 

8. In the treatment of many other tumors 
and diseases radium has been used with benefit, 
depending largely upon the extent of the disease, 
its depth in the tissues, and the practical ability 
to apply sufficient radiation to modify or destroy 
tissue or tumor growth. Among the conditions 
in which radium treatment has proved of special 
value may be mentioned: recurrent or inoperable 
carcinoma of the cervix or of the body of the uterus, 
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Hodgkin’s disease and malignant lymphoma, mye- 
logenous leukemia, inoperable squamous cell car- 
cinoma of the tongue, jaw and buccal mucous mem- 
branes, in non-metastasizing epidermoid cancer 
and in the more benign lesions of keratoses, papil- 
loma, and other so-called precancerous conditions. 

9. Radium therapy has proved so far to be of 
little benefit in recurrent carcinoma of the breast, 
carcinoma of the stomach and intestine, carcinoma 
of the glands of the neck by extension from cancer 
of the tongue, mouth and lip, and in general in 
deeply-seated metastatic extension of cancer from 
any region. 

10. The use of radium in prophylaxis of recur- 
rence after radical operation for the cure of cancer 
is not advised. Where serious doubt exists as to 
the complete removal of the primary tumor, and 
where the location of the suspicious area is super- 
ficial, accessible, and of small extent, radium may 
be used with benefit; but where a large area is to be 
considered, as after operation for breast cancer, 
because of the difficulties of covering the whole 
area with sufficient radiation, the treatment is not 
to be recommended. 

11. The combination of radium therapy and 
operation, by which a tumor, otherwise inoperable, 
is excised as thoroughly as possible, the remaining 
tissues cauterized, and subsequently subjected to 
radiation, has yielded satisfactory results in several 
cases. This method of procedure is especially 
adapted to the more advanced cases of rodent ulcer, 
involving the face. After a period of radiation and 
observation of the open granulating wound, ex- 
tending over several months, secondary plastic 
operations have been performed to close the defects, 
and the results, up to the present time, in a very 
small number of cases, have shown no return of the 
disease. 

12. Of 642 cases treated with radium in this 
series, 354, Or 55 per cent, received definite benefit. 

13. Although many cases of advanced carcinoma 
show no appreciable benefit from radium treat- 
ment, it is also true that in no case yet observed 
has radium appeared actually to accelerate the 
growth of tumor tissue. Patients have suffered 
pain and inconvenience from the effects of radium 
burns in certain instances, but these have been of a 
temporary character. The constitutional effects 
of heavy doses of radium are unpleasant, and 
severe nausea and depression may occur; but these, 
also, are chiefly temporary in character. With 
continued and excessive dosage, very profound 
constitutional effects may be obtained. A serious 
diminution in the number of white cells in the blood 
is observed after continued heavy dosage. This is 
a more lasting phenomenon, and may be of serious 
importance in relation to the patient’s resistance 
to infection. In no other respect has radium been 
found to exert an unfavorable action upon the pa- 
tient. 

14. The considerable expense of purchase and 
the difficulties and dangers of administration of 


radium therapy are more than justified by the re- 
sults obtained. ApotpH HarTUNG. 


Pancoast, H. K.: Malignant Disease of the Throat 
and Sinuses; Review of Cases Treated by 
Radium and Roentgen Rays. J. Am. M. Ass., 
1917, lxix, 980. 

In the treatment of inoperable malignant growths, 
surgery doubtless has the widest adaptation of the 
many procedures now employed. _In most in- 
stances, the lesion must be attacked by a com- 
bination of the several methods now at command. 
While radium and the roentgen ray are by no 
means the only other suitable agents, they probably 
have the widest field of application next to surgery. 
When large surfaces must be exposed, such as 
mammary carcinoma, abdominal or pelvic tumors, 
roentgentherapy is the choice between the two 
agents. When growths originate in the cavities, 
such as the mouth, throat and ear, deep cross- 
firing by the roentgen ray or possibly by radium is 
essential; but the possibility of adding to the dosage 
and to the efficiency of the treatment by direct 
local applications of radium has a distinct ad- 
vantage. 

When implanted directly into sarcomatous tissue, 
radium generally causes little or no sloughing if the 
growth responds promptly. It is advisable to 
produce as rapid subsidence of the growth as 
possible in order to minimize the possibility of 
metastasis during the period of treatment. The 
author’s experience has seemed to prove that 
growths insufficiently treated at the periphery may 
be stimulated to more rapid proliferation at this 
portion. Sarcomatous growths, especially in the 
tonsillar region, are more amenable to treatment 
than carcinomata. The author advises that treat- 
ment be continued for some time after the apparent 
complete disappearance of the growth. 

A number of cases are reported which are both 
interesting and instructive. W. A. Evans. 


Ingersoll, J. M.: Stereoscopic Roentgenograms of 
the Head. Tr. Am. Laryngol. Ass., N. J., 1917, 
May. 

The longer stereoroentgenograms have been used, 
the more certain has been the conviction of their 
practical value, for they give definite information in 
regard to the nose and the nasal accessory sinuses, 
the brain and many of its blood vessels, the ear and 
the mastoid, which cannot be obtained in any other 
way. ‘The size and boundaries of the maxillary 
and frontal sinuses can be distinctly seen. If there 
are any septa, tumors or foreign bodies in these 
cavities, they can be accurately located and defined. 
The ethmoidal and sphenoidal sinuses overlie each 
other, and are thus somewhat masked, but their 
position, relative to each other and the orbit and 
the other surrounding structures, can be clearly 
distinguished. 

Skill in interpreting the roentgenograms can 
be more easily acquired by the surgeon than by the 











roentgenologist, for the surgeon has the decided 
advantage of being able to verify and correct the 
findings in the roentgenogram while he is operating. 
If the surgeon will carefully study the stereoscopic 
pictures before operating, compare his interpreta- 
tion of the picture with the condition which he finds 
in the operation, and then study the picture again 
after the operation, he will soon acquire great skill 
in interpreting the stereoscopic plates. 

In studying stereoscopic plates they should be 
examined from both sides. First, put the plates 
in the stereoscope with the film sides toward the 
mirrors. This will show the structures as they are 
seen in the operation, with the external parts in 
the foreground and the deeper structures in the 
background. Then by reversing the plates in the 
stereoscope, turning the smooth sides of the plates 
toward the mirrors, the structures will be seen 
from the inside of the skull. 

The technique for making stereoscopic antero- 
posterior radiographs through the frontal sinuses 
is described, as also the technique for making 
stereoroentgenograms of both mastoids on a single 
pair of plates. 

These plates, when developed, are placed in the 
stereoscope, with the one having the right eye images 
in the right light box of the stereoscope, and the one 
having the left eye images in the left light box. 
With the glass side of the plates turned toward the 
mirrors of the stereoscope the mastoids are viewed 
from the inside of the skull, while with the film side 
of the plates placed toward the mirrors the mastoids 
are viewed from the outside of the skull. 


Weil, E. A.: Roentgenotherapy of Peripheral 
Tuberculous Adenopathy. Am. J. Roentgenol., 
1917, iv, 449. 

The author states that roentgen treatment is 
justified in all tubercular adenopathies, whether 
inflammatory or suppurative. In the former, it 
alone is sufficient to effect a cure, although additional 
forms of treatment may be added to combat the 
patient’s tubercular diathesis and increase his 
power of resistance. The closed suppurative form 
should have the pus evacuated by fine aspirating 
needles as a preliminary to intensive treatment by 
the roentgen ray. If fistulae and cutaneous ulcera- 
tions are present, surgical cleansing should pre- 
cede the radiotherapy. 

The technique employed consists of sending 
through a variable number of skin areas hard rays 
of 8 or 9 Benoist, filtered through 4 mm. of alumi- 
num. Each area receives 10, 12, or even 14 H 
units, divided in a number of consecutive doses. 
One or more series are given at variable intervals. 

Roentgen treatment thus administred does not 
cause rapid growth of the ganglionic masses nor 
any spreading of the tuberculous condition, as has 
been maintained by some authors. It has been 
successful even when administered under adverse 
conditions of environment. The author believes 
it to be the method of choice. A number of case 
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histories are included to demonstrate the efficiency 
of the treatment. ApotpH Hartune. 


Donoghue, F. D.: Mesothorium and Combination 
Methods in the Treatment of Cancer. Boston 
M. & S. J., 1917, clxxvii, 365. 


By combination methods the author means sur- 
gery, chemotherapy, as represented by borocholine, 
with or without selenium in the colloidal state, and 
ray therapy either in the form of the roentgen ray, 
radium or mesothorium, together with the intrave- 
nous injections of thorium. The value of individual 
therapeutic agents in the treatment of cancer is 
briefly reviewed and the conclusion reached that 
the use of none of them alone will produce as good 
results as a properly considered combination of them. 
He cites numerous cases treated by various combina- 
tions of the above with the results obtained. Sev- 
eral cases of keratoses and epitheliomata treated 
only by mesothorium are also included. 

The author arrives at the following conclusions: 

All superficial ulcerations and all precancerous 
conditions yield readily to local ray therapy. Mod- 
erate doses should be used at the beginning, not 
exceeding 30 mgm. hours at one dose. If there is 
no response, choline injections are given intra- 
muscularly as a preliminary to a second dosage. 
Large ray doses are indicated for deep cancers, 
which should be made accessible to the surface, so 
that there is a certain application of the rays to the 
malignant cells, and there should be means provided 
for the draining of decomposition products. 

A desirable thing is to cause a disappearance of 
the cancer cells rapidly enough to overcome its 
growth, and slowly enough to prevent too much 
cancer toxin from being set free into the system. 

In all cases of carcinoma of the breast, the follow- 
up treatment by chemotherapy and ray therapy, as 
represented by the X-ray, is desirable. 

There should be some properly correlated method 
of treatment under some device so that when a 
surgeon has done what he thinks best, and recur- 
rence, which occurs in the greater majority of cases, 
takes place, there should be some method known 
so that these patients are not exploited by charla- 
tans, to drift despairingly from one person to an- 
other because there is no authoritative voice to 
indicate a rational course for them to pursue. 

The substances necessary for massive doses must 
be so handled that all the twenty-four hours’ activity 
may be utilized, and that the tremendous loss that 
exists through wide distribution and limited ray 
use may be obviated. 

Massive doses should be reserved for large 
growths, where it is possible to have complete drain- 
age. Growths on epithelial surfaces, especially 
where there is free lymphatic anastomosis, should 
be treated by chemotherapy, ray and excision, with- 
out extensive dissection. 

Where there are metastases, no treatment is other 
than palliative. Marked cachexia is also a contra- 
indication to operation. ApoLpH HARTUNG. 
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Porter, W. T.: Further Observations on Shock at 
the Front. Boston M. & S. J., 1917, clxxvii, 326. 


Observations regarding the blood pressure of 
soldiers at the front under various conditions are 
given by the author, who describes his experiences 
in a very vivid manner. His conclusions follow: 

1. The blood pressure is not lowered under 
habitual bombardment. These observations were 
made at Nieuport, at the Mort Homme and on the 
Somme. 

2. The blood pressure is not lowered under 
barrage fire of a violent nature. 

3. Shock is probably not immediate, but de- 
velops some time after receiving the wound. 

4. Fat embolism is a cause of shock. Typical 
shock has been produced by the injection of olive 
oil into the jugular veins of animals. In more than 
a thousand freshly wounded cases, aside from a few 
abdominal cases, the only shock seen was in three 
cases of fractured femur, or multiple wounds of the 
subcutaneous tissue, in which fat embolism prob- 
ably existed. 

5. The low blood pressure of shock is increased 
from 15 to 30 mms. of mercury by increasing the 
aspiration of the thorax. The author cites cases 
to show the value of administering carbon dioxide 
in shock. Enough gas was used to double the 
respirations. Great care should be exercised in 
gradually reducing the carbon dioxide respirations. 

C. A. Bowers. 


Marshall, W. H.: Shell Shock. J. Mich. St. M. Soc., 
1917, Xvi, 396. 

The author divides shell shock, or war shock, into 
two groups: (1) those due to explosions in the im- 
mediate vicinity of the soldier, and (2) those cases 
or neurasthenic states due to physical and psychical 
stress and fatigue, greatly resembling what in civil 
life is called ‘‘nervous breakdown.” The etiological 
factors may be violent explosions, very slight phys- 
ical traumatisms, noxious gases, prolonged anxiety, 
cold, wet and hunger, scenes of horror, loss of com- 
rades, etc. Seasoned soldiers, while not immune, 
do not seem to have as severe symptoms as recruits 
and recover much more rapidly. 

About ro per cent of all cases had had previous 
nervous breakdowns. Shell shock was rarely seen 
in the severely wounded. Many of the patients 
belonged to the lower mental category. The 
pathology is not definitely established. Punctate 
hemorrhages have been seen in the brain, an in- 
crease of globulin and also blood cells have been 
found in the cerebrospinal fluid, while the endocrine 
glands have come in for their share of the blame. 
The onset is usually sudden, either in the trenches 
or immediately after return from them. A period 
of unconsciousness is very common, often followed 
by a dazed semi-conscious condition. There is a 
characteristic facial expression of terror, and a 
retrograde amnesia which improves gradually. 


Patients complain of terrifying dreams at night 
or in the half-waking state which leave them dis- 
tressed and exhausted. General tremors, dizziness, 
tics, defects of speech, usually stammering, oc- 
casionally aphonia, temporary blindess with shaky 
vision thereafter, hyperacusis and many other 
symptoms go to make up the clinical picture. There 
are almost invariably sensory disturbances, mental 
dullness and confusion. Officers often present 
anxiety neurosis and are afraid of assuming re- 
sponsibility. In making the diagnosis malingering 
must be excluded. 

A Wassermann should be taken to rule out active 
syphilitic brain disease. Recovery is tedious, with 
tendency to relapses. The treatment includes 
rest, and if possible, isolation, sleep by means of 
hypnotics, and an endeavor to gain the patient’s 
confidence. Psychic contagion must be guarded 
against. Aphonic patients are often lightly an- 
zsthetized and induced to talk with the purpose of 
keeping them talking until awake. 

R. B. BETTMAN. 


Fitzgerald, J. G., and Robertson, D. E.: Report of 
an Outbreak of Diphtheric Wound Infection 
Among Returned Soldiers. J. Am. M. Ass., 
1917, lxix, 791. 

For some months wounded men of the Canadian 
expeditionary force, on whom amputations of 
arms or legs or both were necessary, have been re- 
turned to Toronto for further orthopedic treatment. 
Such patients were under the care of the Military 
Hospitals Commission Command, “D” Unit. 
During the first week in May, 1917, as a result of a 
thorough examination of suppurating stump wounds, 
one or two cases were observed which strongly sug- 
gested diphtheric infection. Between May 20 and 
June 7, 1917, 67 men with suppurating wounds, 
chiefly amputation wounds, were swabbed. Of 
this number 32 were found to be suffering from 
bacillus diphtheriz infection. In addition to these 
wounded men who were so infected, a nursing sister 
with a slight wound of one index finger was also 
discovered to be suffering from diphtheric infection 
of the finger. 

It was extremely probable, therefore, that pa- 
tients with diphtheric wound infection were being 
returned to Canada from overseas. Since a routine 
bacteriologic investigation of all cases of suppurating 
wounds had not been made, it was impossible to 
learn who was the original source of infection. 

Since it has been observed that possibly 1 or 2 
per cent of normal healthy persons are carriers of 
bacillus diphtheria, it was a matter of interest 
that, as a result of the bacteriologic examination of 
the nose and throat swabs of all the patients ex- 
amined and of the contacts, only two carriers 
were found. Six men who had most marked symp- 
toms suggesting skin diphtheria improved greatly 
after antitoxin was given. 

The treatment in all cases was practically the 
same. The men were isolated, were given diph- 

















theria antitoxin and their dressings were done with 
a rigid regard for asepsis. It has also been recom- 
mended that in future a routine bacteriologic ex- 
amination of all suppurating wounds be made; also 
that in no case should dressings of infected wounds 
be undertaken without rubber gloves. It is re- 
gretted that, because of the pressure of other work, 
a Schick reaction could not have been done on all 
these cases. Epwarp L. CorNELL. 


Layton, T. B.: Surgery Next Door to the Front. 
Lancet, Lond., 1917, cxciii, 488. 


Wallace sums up war surgery as being “in a great 
degree a matter of when and where to operate, and 
how best to move the wounded man to the place 
where he will win back to health.” 

No operations should be done in any mobile unit 
so long as the patient can be conveyed in a reasonable 
time to an immobile unit which has all the facilities 
of the modern operating theatre and of modern 
nursing. It has long been recognized that for the 
successful treatment of an abdominal wound the 
number of hours which have elapsed between the 
time that a man was hit and the time at which he 
arrives at the operating unit is inversely proportional 
to his chances of recovery. As the principles of 
wound treatment have developed, it has become 
clear that rapidity should be aimed at in all cases 
and the ideal should be to get every case back to 
the casualty clearing station at the quickest mo- 
ment. The actual number of hours is not the only 
factor to be considered, as some cases suffer so 
severely from shock that to get them to the casualty 
clearing station in the shortest time would result 
in their arriving moribund, and it is necessary in 
some cases to delay the journey several hours or to 
use some means of transport other than the most 
rapid if it is likely to lead to less jolting on the 
journey. 

The subject then falls under two heads: first, 
collection and evacuation; to consider whether 
every wounded man can be brought to the casualty 
clearing station in the shortest possible time, which 
in part of the line may be four hours or under, and 
in another part twelve hours or over; and if evacua- 
tion of all cases to the casualty clearing station with- 
in this time is impossible, to decide how to carry 
selected cases, and which cases should be selected. 
Secondly, prevention of shock and collapse; to 
consider what can be done by the general principles 
of civil surgery; by the application of special ap- 
pliances for certain types of cases; by selection of 
means of transportation for serious cases. 

The time before a wounded man’s arrival at the 
casualty clearing station is partly taken by his 
being carried from one post to another and partly 
by the time which he remains at such a post. It 
is clear, then, that any speeding-up in the collection 
and evacuation of cases must either be done by 
faster transportation between these posts or by 
shorter periods during which they are kept at the 
various posts. The time that any form of trans- 
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port takes to move over a given road cannot vary 
much; and it is possible that very rapid movement 
does more harm by causing increased shock than 
it benefits by conveying the patient more quickly. 
If any time is to be saved, it must be done by 
shortening the periods during which the patient 
remains in the various stations. Part of this time 
is taken up by examining, dressing and feeding 
the patient, but for the remainder he is in the ward 
resting until it is his turn to go on to the next 
station. If transports were ready so that every 
patient could be sent on the moment he was dressed 
and fed, every case would arrive at the casualty 
clearing station in the minimal period of time. 
This is clearly impossible, for cases coming into 
the advance dressing station innumbers would have 
to be dressed and fed simultaneously; and if cases 
arrived one by one, a fresh transport would have 
to be called out for every minor case, resulting in a 
gross waste of transports. Also in many places 
collection from the advance dressing station to the 
main dressing station can only occur by night, and 
it may be inadvisable to send certain cases at cer- 
tain times of the day, either because of the day’s 
heat or the night’s cold. 

Since the ideal that every wounded man arrive 
at the casualty clearing station in the minimal time 
evidently cannot be attained, all that can be done 
is to make the average time for all wounded cases 
as short as possible by efficient organization. Much 
can be done to send selected cases in the minimal 
time. Where early operation may save a life or 
limb, there is warrant for taking greater risks by 
going over roads under observation of the enemy 
in daylight and by using a transport for a single 
case, the extravagance being justified by reason of 
the urgency. This should be done in all cases where 
the abdomen has been opened and the man is fit 
to move; also in all wounds of the bones and joints. 
Roads under observation over which traffic is not 
allowed by day should be open to field ambulance 
transports for selected cases, and the transport 
should be at the right place at the right moment. 

To have the transport ready at the right spot 
and at the right moment is not easy. It is very 
important to have good communication between 
the main dressing station and the advance dressing 
station and again between this and the regimental 
aid posts ahead. In this way the medical officers 
in charge of the stations can notify one another 
that a case is coming along, and if a transport is 
not there to convey it, one can be gotten. For 
this reason it would be well if the main dressing 
station and the advance dressing station had 
telephone connection. It is invaluable for getting 
patients to the casualty clearing station in the 
minimal time. 

The prevention of shock and collapse resolves 
itself into keeping the patients warm. In some 
instances infusion is necessary, but must never be 
done as a substitute for getting the patient warm, 
but as an accessory to this. Hot water bottles in 
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large numbers are chiefly depended upon. Nu- 
merous blankets around the patient are the next 
factor, also hoods, stockings, etc. Shock is 
enormously diminished by immobilization of in- 
jured limbs. No case of fracture of a long bone 
should pass the advance dressing station without 
immobilization. Fracture of the femur should be 
put in a Thomas splint, a fracture of the leg in a 
back splint with foot piece and two side splints, 
a fracture of the forearm in an internal angular, and 
a fractured humerus should be treated by binding 
the arm to the side or putting it in a Jones arm 
splint. All extensive wounds of muscles and of 
joints should be put in splints, and every wound 
near a joint should be treated as though it involved 
the joint. A wound of the knee-joint travels best 
in a Thomas splint. 

Every wound involving the abdomen or chest 
should be conveyed in the semi-sitting position with 
the knees bent. The degree of shock to which the 
patient will be subjected depends much upon the 
smoothness with which a transport moves. A motor 
ambulance car is the very poorest transport and a 
horse ambulance wagon little better; a litter or 
travois is best. 

The cases are passed so quickly from one unit 
to another that they are never long under the 
medical care of one man until they arrive at the 
casualty clearing station, increasing the difficulty 
of making a diagnosis and determining a line of 
treatment, and affording the possibility that the 
line of treatment adopted by one medical officer may 
be changed by the next. It is generally worse to 
change treatment than to carry through to its 
conclusion an inferior line of treatment. It is 
important to standardize lines of treatment, and to 
insist that medical officers in the forward area begin 
these, and that those on the lines of communication 
and at the base continue tiiem. 

An accurate diagnosis can seldom be made by 
a medical officer who sees a case for only a short 
time. Many wounds of the buttock ultimately 
prove to have penetrated the pelvic cavity, so it is 
well to have every wound of the buttock, other than 
’ superficial through-and-through injury, classed as 
an abdominal case. 

Careful notes should be made on the back of the 
field medical card at each station regarding the 
wound, dressings, pulse rate, administration of 
morphia, etc. 

Indications for operations in the field ambulance 
are few. Abdominal cases which are too bad to be 
sent on to the casualty clearing station, but in which 
operation gives some slight hope of recovery, are 
rare. Cases needing immediate amputation are 
rare. Cases of bleeding from a single large vessel 
seldom find their way to the main dressing station, 
as the patients are dead before arrival, but when 
such cases do occur, it may be necessary to ligate 
the vessel. 

Cases of bleeding from more than one small vessel 
in a large muscular wound are not many; when they 


do occur, it is probably best to excise the wound 
and insert tubes according to the Carrel treatment. 
The author has not seen a case of head injury in 
which operation in a field ambulance came within 
the bounds of discussion. V. C. Hunt. 


Goodwin, T. H.: War Surgery. Mil. Surg., 1917, xli, 
279. 

Sepsis has proved to be a very serious and general 
complication of almost every class of wounds at the 
front. The cause is the extreme pollution of the 
soil in the fighting area, due to the extensive manur- 
ing for cultivation. The badly destroyed and 


devitalized tissues furnish a most favorable nidus 


for the growth of any bacteria which may have 
gained entrance to the wound. 

At the field ambulance and casualty dressing 
station the patient is first given an injection of 
antitetanic serum. The field dressing which usually 
has been put on too tightly should be taken off 
and as much dirt and blood as possible washed 
away. Hopelessly torn and damaged tissues should 
be removed. Where necessary the patients ought 
to be anesthetized, the wounds enlarged and 
mechanically cleaned and counter drainage estab- 
lished. The wounds should not be sutured. Bleed- 
ing arteries should be exposed and ligated rather 
than an attempt made to check hemorrhage by 
tamponing the wounds. Antiseptics have proved 
disappointing; adequate drainage and mechanical 
cleansing form the most essential steps. 

Collapse and shock which result usually from 
hemorrhage or exposure to cold, wet, hunger, as 
well as from injuries to viscera or large bones, or 
from long ambulance rides, are best treated by 
rest, warmth, hot drinks, or if contra-indicated, 
hot saline per rectum. Gas gangrene usually 
occurs within three days. The temperature is 
subnormal. ‘Treatment consists of free incision, 
removal of dead tissues, thorough cleansing of the 
wound, removal of foreign bodies, hydrogen per- 
oxide irrigation and establishing efficient drainage. 

Fracture wounds should be explored under an- 
zsthetic and treated as any other wounds, foreign 
bodies and completely detached bone fragments 
should be removed, free drainage provided for 
and the limb immobilized. At the casualty dressing 
stations humerus fractures are best treated by 
application of short wooden splints and by bandag- 
ing the arm to the side, while femur fractures are 
usually held by Thomas knee splints or Page splints. 
At the base more complicated methods can be used 
for the purpose of getting and maintaining correct 
apposition, but plates and screws, etc., should be 
avoided. 

Knee-joint wounds are more serious in con- 
sequence than those of any other joint. For the 
more serious cases the joint should be freely opened 
and drained and continuous irrigation used. Wounds 
of the head require expedient operation for the 
sake of cleansing. Otherwise operation is on the 
whole less frequently necessary than has been be- 




















lieved. In injuries to the spinal cord it is interesting 
to note that an indirect injury producing a con- 
cussion may give symptoms very similar to those 
following direct trauma. Penetrating wounds of 
the chest if not immediately fatal have a good 
prognosis. Absolute rest, free use of morphia if 
necessary, is essential. Hamothorax should not 
be tapped within the first week because of the 
danger of producing another hemorrhage. In- 
fection of hemothorax is common. 

The majority of cases of gunshot wounds of the 
abdomen die on the field. Primary operation for 
intestinal wounds is indicated if the patient is 
seen within the first 24 hours and is in good con- 
dition. Wounds of the kidney seldom require 
operation unless there is continuous bleeding. 
Trench foot or frost-bite is due to prolonged ex- 
posure to a low temperature, especially associated 
with wetting and a lowered general condition. 
Prophylaxis is infinitely more important than any 
treatment. Loose boots thoroughly greased, 
change of socks, dryness if possible, and exercise, 
will aid greatly in warding off frost-bite. The 
trench foot washing stations have done much to 
reduce the incidence of this affliction. The gas 
mask is a good protection against gas attacks. 
The treatment of gas cases consists chiefly in 
absolute rest and oxygen, expectorants and venous 
section in the badly cyanosed. R. B. BETTMAN. 


Speed, K.: Prompt Removal of Foreign Bodies in 
Gunshot Wounds; Arguments in Favor. J. 
Am. M. Ass., 1917, lxix, 1079. 


With the equipment now at hand, it seems best 
to remove foreign bodies remaining in the tissues 
after gunshot as soon as conservatively possible. It 
is commonly known that some small foreign bodies 
will remain in well-vascularized tissues, become 
encapsulated and cause no harm. On the other 
hand, without reliable statistics, it is probable 
that a large proportion of gunshot wounds sup- 
purate and indicate removal of the foreign body 
for that reason, or for pain or functional inter- 
ference. 

Suppuration, drainage, convalescence, late sec- 
ondary operations after return to service, with all 
the handling and expense incident thereto, are a 
drag on resources. Could not an appreciable por- 
tion of this outlay be curtailed by prompt removal 
of foreign bodies? Because wounded men are 
conveyed to casualty clearing stations, it is there 
that foreign bodies should be removed, with re- 
strictions, so that the wounded may then, within a 
few hours for the most part, be on the first step to 
recovery. If suppuration follows, its course is 
shorter, since the foreign body is removed. There 
is far less likelihood of gas or other infection. Time, 
dressings, the number of medical corps assistants, 
transporation expense and home hospitals are 
curtailed, and a larger proportion of wounded 
men can be retained near the active field forces 
and sent back without home travel. There are 
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various complications which might be partly ob- 
viated, such as long draining, secondary sinuses 
from tissues with foreign bodies lying within, sec- 
ondary hemorrhages, and the psychologic effect on 
men who retain in their bodies these pieces of metal. 
Loss of blood, shock, and anatomic inaccessibility 
prevent the treatment of some gunshot wounds by 
this method. Epwarp L. Cornett. 


Aubourg and Barret: The Function and Use of the 
Various Types of Radiologic Installations in 
the Army (Réle ét utilisation des divers types 
d’installations radiologiques aux armees). J. de 
radiol., Par., 1917, ii, 548. 

The experience of the authors confirms the opinion 
that in war surgery radioscopy can and should re- 
place radiography. The fact which dominates the 
radiologic service in war is the necessity of examin- 
ing all the wounded by radioscopy; radiography is 
and must be exceptional. Such examinations as 
seeking and locating a projectile, and those of a 
thoracic nature, etc., are all radioscopic. 

There is a difference, however, in the treatment of 
fractures. If radioscopy is sufficient for the diagno- 
sis of a fracture, it can be safely asserted that 
radioscopy is insufficient for its treatment. Radi- 
ography is then necessary, not ordinary but per- 
fect radiography, which shall give the maximum 
of structural details, stereoscopic if necessary, to 
judge of the site of fragments and projectile se- 
questre, etc. The tendency to concentrate in 
one center for each army the wounded with im- 
portant bone lesions convinces the authors that 
in such a central hospital there should be not a 
radioscopic but a perfect radiographic installation, 
such as would give to surgeons specializing in these 
lesions the maximum indications for treatment, 
since the preservation of a limb is often involved. 
This applies not alone to cases of fracture, but 
also to bony lesions of the face, head, etc., where 
radiologic examinations are necessary to establish 
the prognosis. W. A. BRENNAN. 


Small, C. P.: Equilibrium Tests for Aviation Re- 
cruits. J. Am. M. Ass., 1917, lxix, 1078. 


Because of the unusual conditions confronted 
by the aviator, the physical examination of can- 
didates for this hed of the government service is 
more rigid than for any other branch. Among the 
most important tests are those for determining the 
sense of equilibrium. The Barany rotating chair 
or the Jones modification of the chair is used. 

Three tests are made: the “nystagmus,” the 
“pointing” and the “falling.” The technique of 
each test is given. Epwarp L. CorneELL. 


Acker, R. B.: Observations by a Junior Surgeon of 
the John B. Murphy Hospital Unit with the 
British Expeditionary Forces in France. Mil. 
Surg., 1917, xli, 295. 

Acker states that the British Medical Corps 
organization may at present be considered the 











64 





most perfect of its kind. There is an effort made 
toward more uniform surgical treatment and 
grouping of wounded in special hospitals under 
specially qualified men to handle those cases. 
The proper care of gunshot fractures is of great 
importance; such cases have suffered a great deal 
from personal hobbies of surgeons at the various 
medical stations between the firing line and the 
base hospital, the splint being changed and the 
fracture manipulated many times. If the ideal 
treatment, which places a permanent splint at the 
firing line and sends the patient directly to a 
fracture hospital, is impossible, the next best thing 
to do is to place the fracture in temporary immobil- 
ization and transport the patient directly to a 
fracture hospital to remain until recovered. There 
are a number of special fracture hospitals in France 
and England, but many gunshot fractures still 
go through the relay of hospitals with the changes 
of splints. 

Drainage is the first essential in the treatment of 
wounds. It is best to remove fragments of metal 
as soon as possible. Accurate localization of shell 
fragments or bullets should be accomplished with 
the aid of X-ray plates. In especially trying cases 
the use of the fluoroscope is of value. Soft rubber 
tubing is favored for drains. Hot boric dressings, 
frequently changed, with thorough drainage, are of 
considerable value in suppurating wounds. After 
suppuration subsides and healthy granulations 
appear, the wound is wholly or partly closed by 
sutures. 

The Dakin solution has considerable merit, 
especially if it is begun shortly after the infliction 
of the wound, before suppuration is well estab- 
lished; the suppurative process may be shortened 
and the wound sutured much earlier. It appears 
that where the suppuration is well-started, this 
treatment has very little influence on the course of 
healing. In wounds with a foul-smelling discharge 
it is very efficacious as a deodorant. Prolonged use 
in wounds of this type seems to delay healing. It 
cannot be used as a hot dressing, but must be 
freshly prepared and kept from the light in well- 
corked bottles. After thorough drainage of the 
wound, the solution is most efficacious if instilled 
into the drainage tubes at frequent intervals. 
Irrigation with any solution, except in a limited 
number of special cases, is not practiced. 

Continuous irrigation of wounds has many draw- 
backs. The treatment of wounds with hypertonic 
salt solution or packing with saline tablets, as recom- 
mended by Wright, was much in vogue for a time, 
but was found to produce dehydration of the tissues 
and retard healing. 

In head injuries conservative treatment is ad- 
vised. Spinal puncture is often of value in relieving 
symptoms of pressure and is a helpful aid in diag- 
nosis. If operation is indicated, great care should 
be taken with the dura, which should only be opened 
when absolutely necessary. In wounds of the face 
and jaw, the dentist is of great assistance in applying 
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Resulting 
deformities can be much improved by the use of 
autogenous bone transplants and plastic skin flaps. 

Patients with chest wounds bear sepsis for pro- 


splints, using the teeth as an anchorage. 


longed periods with good results. In one series of 
100 cases, there was 15 per cent mortality. They 
are all treated expectantly and made comfortable 
in bed with a back rest. Danger of infection is 
much greater in shell and bomb wounds than in 
bullet wounds. 

Relatively few abdominal injuries reach the 
base hospital; they are usually kept in the field 
ambulances and clearing hospitals. Many of them 
have been exposed to the weather for hours after 
injury and have been transported in a jolting am- 
bulance. Shock is present and must be combated 
before operation is attempted. Results in both 
operative and non-operative cases are disappointing. 
Rifle bullet wounds of liver and kidneys without 
continued hemorrhage do exceedingly well without 
operation; so do bullet perforations of the stomach, 
provided the latter was not distended with food 
at the time of injury. Approximately 60 per cent 
of wounds of the colon recover without operation. 

Shell wounds of the abdomen are invariably 
accompanied by infection and are very fatal. 
Gunshot fractures of the long bones are most diffi- 
cult to treat; there is usually marked comminution, 
and in some cases complete loss of sections of bone. 
Cleansing and drainage are of first importance. 
Immobilization is secondary. If much destruction 
of the limb is present or if there is a beginning 
gangrene, amputation is indicated. 

Arm wounds as a rule do better than correspond- 
ing wounds in the leg. In wounded joints the 
limb should be fixed in best adaptation for use, if 
ankylosis is to result. Infected wounds of joints 
should be freely opened, and where there is much 
destruction of the bones, amputation is required. 

Operations on wounds of the spinal column are 
not justifiable, except when the X-ray shows a 
foreign body pressing on the cord. Spinal injuries 
result badly. Secondary hemorrhages from wounds 
are quite troublesome and require packing in 
cases of hemorrhage from small vessels, and ligation 
of large vessels. 

Tetanus is relatively infrequent since the in- 
troduction of the antitoxin prophylaxis. The 
prophylactic dose is usually from 500 to 750 units, 
given as early as possible. Most of the cases of 
tetanus were of severe type and in spite of the 
prophylaxis, as well as vigorous treatment, proved 
fatal. 

In cases of gas gangrene if the infection is local 
in the form of emphysematous cellulitis, prompt, 
efficient opening of the wound to the air is the 
proper treatment; when the gangrene spreads, 
amputation is the only choice. 

In nerve injuries no repair of the nerves should 
be attempted until the wounds are entirely healed. 

As regards anesthetics, ether was the one of 
choice. Local anesthesia was useful, especially 

















in suturing small wounds. Gas was used only in 
very short operations. Spinal anesthesia was 
very useful in cases of poor general condition re- 
quiring amputation. L. R. GopsmirH. 


Cumston, C. G.: A Surgical Post on the Firing 
Line. N.Y. M.J., 1917, cvi, 604. 


After some months of war it became evident that 
early operations gave the best results and for this 
reason advanced surgical posts have been estab- 
lished along the firing line. 

The subterranean post described by the author 
was located only 300 metres behind the first French 
trench on the slope of a hill. It consisted of one 
shelter nine by three metres, constructed with 
metal, and divided into a receiving room, sterilizing 
room and operating room; a second bomb-proof 
shelter measuring ten by two metres for a ward, and 
athird one for the personnel. It is highly important 
that the wounded men should have a feeling of 
security in order to obtain rest during convalescence. 

The operating room was constructed so that as 
complete asepsis as possible could be carried out. 
The ground was cemented, the walls of brick were 
covered with a thin layer of cement, and the entire 
interior was coated with a layer of washable white 
material. The operating table was the regulation 
metal one used in the French ambulances. The 
room was furnished with hot and cold water. 
Three acetylene lamps gave excellent lighting. 

The operating room communicated with the 
bomb-proof ward by a short corridor. Each bed 
was a stretcher covered with a mattress, sheets, and 
blankets; the beds were placed one above the other 
as in Pullman sleeping cars. A heating apparatus 
warmed the room. Two wells too metres deep 
gave plentiful water supply. The personnel in- 
cluded four surgeons and ten male nurses. 

This surgical post was one of the first to be 
established, and was an experiment. It was in 
activity for three weeks, during which period 127 
wounded were received and 71 major operations were 
done. Out of the 71 operations there were 19 
deaths. The operations were mainly injuries to 
the limbs, cranium, and abdomen; of the latter 
there were twelve laparotomies with a mortality 
of 66 per cent. Eight laparotomies were done for 
intestinal wounds with seven deaths; two for 
wounds of the liver, with one death, and one for 
resection of the omentum with recovery. This is a 
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good showing, when the serious nature of the wounds 
is considered. 

At the end of three weeks the French had ad- 
vanced two and a half miles beyond the advanced 
surgical post, so that it no longer fulfilled its purpose 
and was abandoned. A. H. Hrxson. 


HOSPITAL, MEDICOLEGAL, AND MEDICAL 
EDUCATION 


Patterson, F. D.: The Relation of the Physician to 
Some of the Problems of Modern Industry. 
Penn. M. J., 1917, xx, 832. 


Industrial corporations and business organizations 
have increased their efficiency and capacity for 
output at a terrible toll of human life and suffering. 

Statistics for 1916 in Pennsylvania record 
251,488 accidents and 2,587 fatalities. Metal 
products works, railroads and other public service 
branches, mines and quarries prove most hazardous 
occupations. 

Causes of industrial accidents include: (1) un- 
guarded dangerous machinery; (2) ignorance of 
employees as to dangerous conditions; (3) unsafe 
methods of work; (4) recklessness; (5) speeding up; 
and (6) fatigue. 

Prevention of accidents can be furthered by the 
following means: 

1. An awakening of public conscience, and a 
development of human responsibility. 

2. Safety devices handled by safety men, who 
have acquired the safety habit. The prevention 
spirit is as important as the safety device. 

3. The education of new employees to dangers 
in their particular work, and training in safe 
methods. 

4. Physical examination of applicants for em- 
ployment and annual re-examination of all em- 
ployees, classifying them according to physical 
qualifications. 

5. Preventive medicine with special 
to those engaged in dangerous trades. 

6. The collection of all dusts and fumes at their 
points of origin. 

7. Employment of a competent doctor in every 
industry. 

8. A change in curriculum of all medical colleges 
to fully meet the requirements of industrial medicine. 
H. J. VAN DEN BERG. 
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UTERUS 
Anderson, R. R.: Syncytioma Malignum; Review 
of Literature and Report of a Personal Case of 
Unusual Interest. Northwest Med., 1917, xvi, 
259. 

Anderson reports the following case: 

The patient, aged 22, had one child at full term 
two years before the present trouble. 
ber, 1909, following an attack of pleurisy which 
lasted three weeks, the patient had an abortion 
at about six weeks. She was put to bed for ten 
or twelve days. Six weeks later she had a severe 
hemorrhage, after which she was curetted and 
several fragments of supposed placenta removed. 
About a month later another hemorrhage occurred, 
so severe that it was necessary to pack in order to 
control it. Another curettement followed and 
an examination of the uterus was made to deter- 
mine the cause of the hemorrhage; only a few small 
shreds were found and removed. No microscopic 
examinations were made. 

Hemorrhages occurred in November and De- 
cember, 1909. There was more or less uterine 
hemorrhage until May, 1910, although the patient 
was not confined to the bed. 

Nineteen months following the onset of the trouble 
the uterus was about three times the normal size, 
the left side being larger than the right. At 
abdominal operation a soft, spongy growth was 
found involving the left half of the fundus of the 
uterus which was adherent to the sigmoid. The 
left tube and ovary and nearly one-half of the fundus 
containing the soft spongy growth were removed. 
Sections of the growth were made and found to’ be 
a malignant syncytioma. 

In October, 1911, another hemorrhage from the 
uterus occurred. A tumor-like mass about the size 
of a hen’s egg was found in the fundus of the uterus 
at the site of the former growth. This projected 
somewhat into the uterus and was not pedunculated, 
but was oval in shape, soft and easily torn, yet 
was so firmly attached to the uterus that it had to 
be removed with scissors. Following the removal 
of this mass, the uterus was packed and the patient 
put to bed, where she remained for eight weeks. 
Microscopic examination of this mass showed it to 
be an organized blood clot. 

March 109, 1915, the patient gave birth to a ten- 
pound infant, normal in every respect. 

Epwarp L. CorNELL. 


Calderini, G.: Sarcoma of the Corpus Uteri (Un 
cas de sarcoma del corpo dell’utero). 
ostet. e ginec. Milan, 1916, xxxviii, 505. 

Calderini refers to the literature of sarcoma of the 

body of the uterus, and reports a personal case in a 
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A spheroidal mass could be 
felt in the pouch of Douglas but it was doubtful 
whether this was a uterine tumor or a retroverted 


woman of 65 years. 


uterus. No definite diagnosis could be made. 
A median laparotomy was done. The omentum 
and transverse colon .were adherent to the tumor 
which apparently was the uterus and was easily 
excised by hysterectomy. The woman died three 
days later from bronchopneumonia. 

A complete anatomical and microscopical study 
of the tumor was made. It consisted of the uterus 
with the tubes and ovaries. The fundus and 
posterior face of the uterus were only slightly 
modified; the anterior face showed nodules and a 
large patch of about 5 cm. diameter deprived of 
peritoneum with a very irregular surface and 
evidently constituted of neoplastic tissue very 
friable in consistency. It was here that the neo- 
plastic tissue was united to the intestinal loops 
from which it was detached during operation. 

The microscopical examination of sections showed 
the neoplasm to be small round-cell sarcomatous 
tissue. 

Veit’s statistics show that one of every 37 uterine 
cancers is a sarcoma. W. A. BRENNAN. 


Davis, A. B.: The Control of Uterine Hemorrhage. 
Bull. Lying-In Hosp. N. Y., 1917, xi, 158. 

Davis states that while uterine hemorrhage may 
occur at any time from birth to the end of life, it is 
most frequent during the child-bearing period of a 
woman’s life. This flow has a wide range as to 
cause, amount, duration, and severity. Bleeding 
from the vagina is occasionally seen in the hemo- 
philiac infant during the first four days of life. It 
is usually accompanied by bleeding in other parts 
of the body, and local treatment is of little value. 

From 1890 to 1909 there occurred in the Lying-In 
Hospital 18 such cases, and later during a period of 
one year 12 of these cases appeared. By the 
infusion of twenty to thirty ccm. of fresh human 
blood serum three times every twenty-four hour 
these infants were saved. ; 

In certain individuals anemia and a depleted 
physical condition may cause excessive and frequent 
loss of blood. The treatment in these cases is 
regulation of the mode of life, adjusted diet and 
tonic treatment. 

In discussing hemorrhage during pregnancy, 
labor, and the puerperium, the author doubts that 
he has ever met with a true case of menstruation 
during pregnancy. There is, however, occasional 
unmistakable evidence that the capacity of the 
uterine cavity is not fully occupied by the con- 
tained ovum in the early months of pregnancy, and 
it is therefore conceivable that a flow of blood may 

















appear coincident with the periodical congestion 
of menstruation without causing decidual detach- 
ment. At such times pregnant women should avoid 
nervous and physical exertion. The greater 
number of hemorrhages occurring during pregnancy 
have their origin at the site of some degree of detach- 
ment of the placenta. During labor this may 
continue an active cause. After delivery hem- 
orrhage can come from but two sources, the placen- 
tal site or laceration. 

The treatment of threatened abortion consists 
in the application of a light ice-bag over the lower 
part of the abdomen and the use of some form of 
opium. In the treatment of hemorrhage in con- 
nection with inevitable and incomplete abortion 
the indications are the same. In the early months 
packing the cervix and vagina will control the 
hemorrhage. Within twenty-four hours after 
packing, the uterus should be curetted with a dull 
instrument, swabbed with half strength tincture 
of iodine and packed with five per cent iodoform 
gauze. The gauze is removed within twenty-four 
hours. During the fourth and fifth months better 
results may be secured by emptying the uterus in 
two sittings, packing with gauze for twenty-four 
hours and then removing the placenta and foetus. 

In the treatment of placenta previa it should be 
remembered that all patients are better risks if 
treated in a hospital. The number of methods 
advocated seems to indicate a lack of reliability. 
In the writer’s opinion ce#sarean section is the 
method of choice and should be given first place in 
cases of placenta previa in primipare when the 
cervix is dense and undilated and there is severe 
hemorrhage. He has performed 348 abdominal 
cesarean sections, 12 of which were for placenta 
previa. In cases where the hemorrhage is profuse 
after the delivery of the placenta, the uterus and 
vagina should be firmly packed, pituitrin injected, 
and the fundus held until it shows no tendency to 
considerable relaxation. Transfusion of carefully 
tested blood has saved a number of cases. 

In accidental hemorrhage occurring late in preg- 
nancy the indication is immediate cesarean section. 
Postpartum hemorrhage may come from the 
placental site, from lacerations of the cervix or 
uterus, or from all of these. If the hemorrhage is 
profuse, the indications are for immediate removal 
of the placenta, either by expression or by manual 
separation with the hand inside the uterus. Ergot 
or pituitrin in these cases will aid retraction or con- 
traction of the uterine muscles. Pituitrin acts more 
quickly and forcibly than ergot, through its action 
is not long sustained. Without waiting for the 
action of these drugs, every other method should 
be brought into use, i.e., massage of the fundus, 
forced anteflexion of the uterus against the sym- 
physis, compression of the fundus with one hand 
externally against the other hand in the uterus, 
hot intra-uterine douche (118 to 120°F.) of normal 
salt solution, bichloride of mercury (1-10,000), 
tincture of iodine, or acetic acid, two quarts to 
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four quarts of hot water. In case the douche is not 
quickly at hand, a pad of cotton gauze saturated 
with acetic acid and applied freely all over the 
interior of the uterus has proved successful many 
times. 

Hemorrhage due to laceration of the cervix 
cannot be controlled by packing. If large arteries 
have been torn, packing is a dangerous procedure. 
Hemorrhage from laceration of the perineum or 
vagina may be profuse enough to be dangerous, but 
being accessible, should be controlled by ligatures 
and sutures which repair the lacerations. 

There is a form of postpartum hemorrhage which 
appears in a few cases at about the tenth or twelfth 
day; this should be treated by rest in bed, an ice- 
bag over the lower abdomen and one ccm. of 
pituitrin three times a day. Late postpartum 
hemorrhage occurring two or three weeks after 
delivery should be treated after the same plan 
advised for incomplete abortion. 


Ayres, D. R.: Some Observations on the After- 
Results of the Interposition Operation. Am. 
J. Obst., N. Y., 1917, Ixxvi, 451. 


The after-results of 37 interposition operations 
are reported. Of these, 21 presented some ill 
effects. Nine cases of cystitis occurred, due to 
colon bacillus and staphylococcus infections. Ana- 
tomical conditions probably contributed largely to 
the condition, as the floor of the bladder was much 
distorted by the uterus, the trigone pushed up and 
large pockets formed on either side of the trigone. 

Incontinence, prolapsus of the fundus, dragging 
down the floor of the bladder, return of the pro- 
lapsus, and dyspareunia were other undesirable 
sequele. 

Anatomically, the results were much more favor- 
able, as 30 out of the 37 could be said to have 
perfect cure of rectocele, cystocele, and prolapse. 

Contra-indications for the operation are the 
child-bearing age, prolapse of the third degree and 
fibroids causing hemorrhage. It is indicated in the 
lesser degrees of prolapse with cystocele. In these 
cases, large uteri should be reduced in size and an 
effort made to keep the floor of the bladder level. 
In cases of incontinence, the sphincter of the blad- 
der should be strengthened. Cystoscopic examina- 
tion and careful urinalysis should be done before 
and after operation. W. L. Brown. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Gomez, R. S.: Chronic Appendicitis and Sclero- 
cystic Ovaritis (Apendicitis cronica y ovaritis 
esclero-quistica). Rev. argent. de obst. y ginec., 
Buenos Aires, 1917, i, 157. 

In Gomez’ opinion chronic appendicitis in women 
is usually accompanied by cystic degeneration of the 
ovaries. The symptomatology due to the ovaritis 
is much the same as the symptomatology of chronic 
appendicitis. Operation should be aimed toward 
the appendix and the ovaries, distinguishing the two 
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different conditions involved in the ovaritis. If 
the cysts are small and numerous, ignipuncture 
should be practiced. If the cysts are large and 
numerous, or there are hematocysts or degeneration 
of the corpora lutea, cuneiform resection of from 
one-third to two-thirds of the gland, according to the 
case, should be done. Uterine lesions if concurrent 
should be remedied. 

If the lesion is bilateral or seated in the left ovary; 
or if there are uterine lesions to be remedied, median 
laparotomy should be done. 

The foregoing is the method followed in the 
author’s clinic when a chronic appendicitis is 
operated upon and the condition of the ovaries is 
previously determined so that it is known whether 
the right or left is to be attacked. It is the outcome 
of the failure to obtain improvement in many cases 
of chronic appendicitis previously operated upon 
without taking into account the condition of the 
ovaries. W. A. BRENNAN. 


EXTERNAL GENITALIA 


Loumeau: Vesicovaginal Fistula and Calculous 
Cystitis (Fistule vésico-vaginale et cystite cal- 
culeuse). Gaz. hebd. d. sc. méd., Bordeaux, 1917, 
XXXVili, 62. 


Loumeau refers to a case in which a woman was 
attacked by an intense calculous cystitis which 
complicated an old vesicovaginal fistula which had 
resulted after her first labor twenty-three years 
before. Until recently the only symptom of im- 
portance had been a painless incontinence of urine, 
evacuation always being effected through the vagina 
and not through the urethra. After an incision 
in the vaginal wall beneath the fistula the calculus 
was extracted; but attempts made to treat the 
fistula were without success, and the urinary in- 
continence persisted. The author thinks the case 
interesting from the pathological point of view, 
because vaginal fistulization of the bladder, though 
usually efficacious against vesical infection, has 
not in this case prevented the production of a very 


intense calculous cystitis twenty-three years after 
the production of the fistula. W. A. BRENNAN. 


MISCELLANEOUS 


Gentili, A.: Spontaneous Closure of Ureteral 
Fistula Consecutive to Gynecological Inter- 
ventions (Sulla guarigione spontanea delle fistole 
ureterali consecutive ad interventi gineologici). 
Ann. di ostet. e ginec., 1917, Xxxix, I. 


The idea that ureteral fistule consecutive to 
gynecological operation frequently recover spon- 
taneously has resulted from the fact that several 
of these cases have been reported. Sfameni in 
1905 made a critical examination of such reported 
cases and concluded that in a large number of them 
it was a fistula of the Malphigi-Gartner conduit. 
Before pronouncing positively the existence of an 
ureteral fistule he thinks it is necessary to examine 
the case carefully under all aspects. 

In a case reported in a woman of 32 years the 
author performed subtotal hysteromyomectomy 
and bilateral adnexectomy by the abdominal route 
for uterine fibroma largely intraligamentous with 
parovarian cysts developed in the thickness of the 
right broad ligament and a left peri-ovarian sal- 
pingitis. The postoperative course was regular 
until the fifteenth day when there was a rise in tem- 
perature due to a seropurulent collection in the 
left half of the pelvis and the discharge of a thin 
fluid through the vagina. By the twenty-fifth 
day the discharge had lost the character of a thin 
pus and assumed that of an urinous fluid. The 
diversity between the fluids suggested a fistula 
of the Malphigi-Gartner canal but the diagnosis 
was abandoned after ureteral catheterization. 
This showed it to be a left ureteral fistula which had 
opened a passage through the wound of the fornix. 
While considering the question of a new intervention 
after nearly two months of urinary loss, there were 
clinical signs of a tendency to a spontaneous closure 
of the fistula. It cured without intervention within 
another month. W. A. BRENNAN. 











PREGNANCY AND ITS COMPLICATIONS 


Orfila, I. P.: Protracted Ectopic Pregnancy with 
Putrefaction of the Foetus Retained in the Ab- 
domen (Gestacion ectopica prolongada con putre- 
faccion del huevo retenido en el abdomen mas de 
9 meses). Rev. argent. de obst. y ginec., Buenos 
Aires, 1917, i, 217. 

The case reported by Orfila occurred in a negress 
aged 25 years, with five previous normal labors. 
She became pregnant about the end of August, rors, 
and her labor was due in May, 1916. Labor did 
not occur at this time but toward the end of June 
she was seized with violent pain and confined to 
bed. Her condition was, then diagnosed as perito- 
nitis. Later in July serosanguineous fluid escaped 
per vaginam. The woman was not seen by the 
author until March, 1917. She then gave the im- 
pression of a patient with tuberculous peritonitis 
with abundant ascites. A small fissure was ob- 
served in the umbilical prominence which gave issue 
to a seropurulent fluid. This was dilated and three 
liters of dark seropurulent fluid withdrawn. The 
symptoms persisted, viz., a voluminous abdominal 
tumor, amenorrhcea of 20 months, a serosanguinary 
secretion and fever; these raised difficulties of 
diagnosis between bilateral ovarian tumor with a 
twisted pedicle and infection or a pregnancy co- 
existing with an infected ovarian cyst. The author 
finally diagnosed with reservation an ectopic preg- 
nancy at term with infection of the foetus. 

Infra-umbilical median laparotomy was done 
April, 1917. On opening the abdomen and incising 
the muscular tissues, the foetus fully developed and 
in an advanced state of putrefaction was found and 
extracted. The cord was adherent to the feetal 
head. The placenta was globular and adherent 
to the left iliac fossa and was retracted upon itself. 
To prevent hemorrhage, the aorta was compressed 
and the placenta then freed. Hemorrhage was 
slight. The uterus was found about normal in 
size and showing no signs of rupture. To the right 
of the uterus a conglomerate mass with thick ad- 
hesions was found consisting of the apparently 
normal right tube and ovary. The circumstances 
therefore pointed to a left tubal or left tubo- 
abdominal pregnancy. A posterior colpotomy was 
done, and a liter of serum administered per rectum 
and abdominovaginal drains inserted. Suppuration 
ceased after three weeks. 

Five weeks after operation the patient was in 
excellent condition. Examination on leaving the 


hospital showed the uterus in anteversoflexion, 
normal in size and consistency, but with a slight 
limitation in its movements. 

The foetus was feminine and weighed 2180 grams. 
The length of 


The placenta weighed 800 grams. 
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the foetus, 54 cm., the weight of the placenta, the 
condition of ossification of the inferior epiphyses of 
the femur, and the abundance of hair developed, 
led the author to believe that it was a foetus of more 
than 9 months, and that this was a case of prolonged 
ectopic gestation. ‘The history brings him to the 
conclusion that the foetus lived 10 months in the 
abdominal cavity and that it remained dead in the 
cavity 9% months. W. A. BRENNAN. 


Ladinski, L. J.: Ectopic Gestation; Diagnosis and 
Treatment. J. Am. M. Ass.. 1917, lxix, 633. 


The author calls attention to the signs and 
symptoms ,.of ectopic gestation and remarks that 
the diagnosis is usually quite easy to make, but 
not infrequently a positive diagnosis is impossible. 
A correct history, together with the exclusion of 
intra-uterine pregnancy, calls for a positive diagno- 
sis. The author lays down this simple rule: ‘Think 
of ectopic gestation in every patient who has had an 
amenorrhcea followed by irregular bleeding and 
pain on one side.” Diagnosis after rupture has 
taken place is very much easier than before this 
accident has occurred. 

In the author’s experience the following conditions 
have simulated ruptured ectopic gestation so closely 
that a wrong diagnosis was made: 

1. Spontaneous amputation of a twisted pedicle 
of an ovarian cyst. 

2. Torsion of the tube, with cyst of fimbriated 
extremity. 

3. Perforation of graafian follicle. 

4. Rupture of corpus luteum cyst. 

In the author’s opinion, the only rational treat- 
ment for ectopic gestation, unruptured or ruptured, 
is immediate operation. In his series of 280 cases 
there were 4 deaths, 3 of which could be directly 
attributed to delay in operation. Hamorrhage from 
a ruptured tube should be treated just as hemor- 
rhage from any other source, regardless of the 
severity of the shock. The tendency to secondary 
shock becomes more marked as the interval between 
rupture and operation is prolonged. 

The abdominal route is invariably employed. 
Speed is essential, though one should not sacrifice 
careful surgery for the sake of speed. Blood clots 
should be wiped out with moist sponges before 
closing the abdomen. Drainage is unnecessary. 
In cases of extreme shock saline infusion should be 
given simultaneously with the opening of the 
abdomen. H. B. MatrHews. 


Snyder, J. W.: Eclampsia and Lumbar Puncture. 
J. Am. M. Ass., 1917, \xix, 1074. 


Snyder reports a case of lumbar puncture for 
the relief of convulsions in eclampsia. ‘The woman, 
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aged 25, a primipara, had had seventeen convulsions 
in about twenty-seven hours and in spite of a rapid 
delivery and the usual treatment for eclampsia, the 
patient progressively grew worse. The breathing 
became shallow and irregular, with considerable 
oedema of the lungs. The face was cyanotic. 
Temperature was 106, respiration 34, pulse 140 and 
weak and irregular. 

As a last resort, the author made a lumbar 
puncture and drew off 2 drams of clear spinal 
fluid. There was little, if any, increase in intra- 
spinal pressure as the fluid escaped very slowly. 
The condition of the patient immediately improved. 
Consciousness was restored within a few hours. 
The temperature reached normal on the third day. 
Administration of sodium bicarbonate and glucose 
by the rectum were continued for several days. 
Convalescence was uninterrupted and the patient 
left the hospital on the thirteenth day postpartum 
in good condition, except for some necrosis at the 
site of puncture. 

The author strongly recommends this procedure 
for the control of convulsions occurring in eclampsia. 

H. B. MATTHEWS. 


Young, J. R.: Abdominal Cesarean Section; 
Indications, Technique; Case Reports. Virg. 
M. Semi-Month., 1917, xxii, 244. 


Young discusses the operation of cesarean section 
under the following headings: (1) the scope of the 
operation according to recent opinion; (2) results 
which follow more extensive use of the operation; 
(3) the technique of operation from a surgical stand- 
point; (4) brief case reports. 

The author’s experience is limited to 11 personal 
cases and 80 cases collected from 12 operators 
throughout South Carolina. The foetal mortality 
was 23 per cent; maternal mortality 16 per cent. 
Excluding those who were dead before operating 
or were premature, the foetal mortality was 2.7 
per cent. 

The author’s conclusions are as follows: 

1. Abdominal czesarean section has an estab- 
lished place in surgical obstetrics. Where ab- 
solutely indicated, it should be done early and with- 
out a test of labor. 

2. The success of the operation will vary in- 
versely with the chance of previous infection. 

3. Eclampsia per se is not an indication for 
cesarean section, but any obstetric condition which 
renders rapid and safe delivery hazardous is an 
indication for section in eclampsia. If section is 
to be performed, it should be done early. 

4. Placenta previa and premature separation 
of a normally implanted placenta do not demand 
cesarean section, provided the soft parts are pre- 
pared for safe delivery. 

5. Finally, any obstetric condition which may 
arise should be an indication for caesarean section 
if it appears that such an operation offers the best 
chance for, life to both mother and child. 

H. B. MATTHEWs. 


Truesdell, E. D.: Caesarean Section for Congenital 
Partial Occlusion of the Vagina. Bull. Lying-In 
Hosp. N. Y., 1917, xi, 199. 

Bony deformity is a much more common indica- 
tion for delivery through the abdominal wall than 
deformity of the soft parts. For this reason, the 
features of the case here presented are of interest. 

The patient, aged 19, at the end of her first 
pregnancy revealed an abnormality of the vagina 
and was sent to the Lying-In Hospital. Labor had 
been in progress ten hours. On admission, the 
vagina was found to be small, conical, and without 
evidence of internal orifice, its direction upward 
behind the symphysis, and the child’s head in the 
hollow of the sacrum. On doing an abdominal 
cesarean section, no suggestion of an internal os 
could be found. The operation and convalescence 
were uneventful. 

Repeated thorough vaginal examinations during 
the next six months showed the vagina to be a 
blind pouch or pocket two and one-half inches 
deep, lined by normal-looking mucosa. The ex- 
ternal urinary meatus was of keyhole shape, the 
anterior portion resembling the normal urinary 
meatus, the posterior presenting a crescentic lip or 
margin resembling in contour half of a rudimentary 
external os uteri. A catheter introduced into 
either orifice seemed to enter the bladder, and with- 
drew clear urine. The posterior or cervical portion 
was practically situated within the ostium vagine, 
while a finger passed upward into the vagina behind 
this could feel a slender rounded structure suggesting 
a long and slender cervix uteri. 

Examination during the menstrual flow showed 
the blood oozing from a minute hole, too small 
to admit the point of an ordinary probe, situated 
in the middle of the anterior vaginal wall. A 
catheter passed at this time over the cervix-like 
lip penetrated into the bladder and withdrew clear 
urine. 

The patient’s menses had begun at fourteen 
years. There had evidently been no hematometra 
and no other menstrual abnormality. There was 
no history of injury such as might have resulted in 
scar-tissue deformity. C. D. Hotes. 


Rosensohn, M.: Case of Placenta Previa in Twin 
Pregnancy. Bull. Lying-In Hosp. N. Y., 1917, 


xi, 200. 


The patient, aged 37, III-para, came to the hospital 
with the diagnosis of placenta previa, though her 
former labors had been nor nal. Of the meager history 
obtained, the only prominent feature was the 
hemorrhage which had occurred with the onset of 
labor several hours earlier. On examination, she 
was found somewhat anzmic, with heart and lungs 
negative. Abdominal examination showed a fundus 
four fingers. below the ensiform. Vaginal examina- 
tion under the usual precautions showed a marginal 
placenta previa, but in spite of the utmost care, 
the resulting hemorrhage was so severe that the 
hand was kept in the vagina and cervix as a tampon 




















while the patient was being transferred to the de- 
livery room. Here hasty version and rapid de- 
livery were made with the birth of a child weighing 
three thousand grams. The placenta followed 
immediately with considerable bleeding. The 
second child, born by a version and a breech ex- 
traction, weighed two thousand four hundred and 
eighty grams. The placenta, too, was easily ex- 
tracted but with profuse hemorrhage. ‘The uterine 
cavity was packed with iodoform gauze and the 
patient returned to the ward in good condition. 
Her convalescence was normal, temperature never 
higher than 99.4° and she was discharged on the 
twelfth day with her two babies in good condition. 
C. D. Homes. 


Plass, E. D.: Placental Transmission; Total 
Creatinine in Plasma, Whole Blood and 
Corpuscles of Mother and Foetus. Bull. Johns 
Hopkins Hosp., 1917, xxviii, 297. 

In a recent study of the placental transmission 
of creatinine and creatine, the author found that 
the maternal and foetal plasmas or sera have the 
same concentrations as these two substances, but 
that the whole blood shows the same definite re- 
lationship only in the preformed creatinine, whereas 
the total creatinine and subtracted creatine values 
are higher in the foetal blood. 

Acting upon the suggestion that the values ob- 
tained for total creatinine in whole blood by Folin’s 
method were probably too high, Plass made sub- 
sequent observations which indicated that this 
criticism was valid; and by the use of the acetic 
acid precipitation method, lately suggested, he 
obtained consistently lower results. The higher 
values found when the Folin procedure was em- 
ployed are probably explained by the presence in 
the blood of some substance, not creatine, which, 
when heated with picric acid, produced a compound 
which gave a color development on alkalinization 
similar to that produced by creatinine. 

In continuing the previous work, the author made 
a number of determinations of total creatinine on 
plasmas and whole blood by means of the new 
procedure. The preformed creatinine was not 
determined because the previous analyses had in- 
dicated that if the blood was unhemolyzed, the 
two samples gave approximately the same results. 
In view of the reported lower creatine content of 
foetal tissues it seemed probable to the author 
that the blood-cells would show a comparable 
difference, but such, he states, was not the case. 

From his study, in which previous work on the 
total creatinine content of maternal and feetal 
plasma and whole blood was repeated, a different 
analytical procedure being employed, the author 
concluded that there was no definite relationship 
existing between the maternal and foetal whole 
blood in a given case, but the plasma values in 
both series of his experiments agreed closely, in- 
dicating to him a direct diffusion of the creatinine 
bodies through the placenta. 
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In the parturient woman and in the new-born 
child there was usually an increased ability of the 
red blood-cells to store creatine. In spite of the 
reported lower creatine content of foetal tissues, the 
maternal corpuscles did not always show a higher 
creatine content than the feetal cells. 

GrorcE E. BEILBy. 


Guazon, P.: A Case of Advanced Pregnancy in the 
Broad Ligament. Philippine J. Sc., 1917, xii, 33. 


Guazon reports a case of advanced pregnancy in 
the broad ligament in a para-XI, aged 38, who did 
not show any of the signs of pregnancy, except the 
cessation of menstruation. Her last child was 5 
years old. Five months before the author saw 
the case, the woman began to have paroxysmal 
pains across the lower abdomen, usually at night. 
Later she noticed a tumor mass in the lower ab- 
domen which gradually increased in size and was 
painful at times. She began to grow stouter and 
the breasts began to enlarge. A diagnosis of 
Ovarian cyst, or some kind of ovarian tumor, was 
made and operation advised. 

Upon opening the abdominal cavity the tumor 
mass was found tooccupy the entirelower abdomen, 
extending more toward the left iliac region. A 
cannula was introduced, but only a small amount of 
pure dark blood obtained. Upon opening the 
mass a dead foetus of about 5 months was found. 
The placenta was shelled out entirely by the fingers. 

The author believes this was a case of tubo- 
ovarian pregnancy at the beginning, which became 
intraligamentous later, following a rupture into 
the folds of the broad ligament. Two important 
points are brought out relative to the above case: 

1. The treatment of advanced ectopic pregnancy 
should consist in immediate operation as soon as the 
diagnosis can be made. 

2. The placenta should be removed at the 
primary operation, provided it can be done without 
causing a fatal hemorrhage. H. B. MattHews. 


Block, F. B.: Dermoid Cyst of the Ovary Com- 
plicating Pregnancy. Interst. M. J., 1917, xxiv, 
796. 

Dermoid cyst of the ovary complicating preg- 
nancy is by no means common. This case is re- 
ported because it proves that the tumor may be 
removed early without hindering progress of the 
pregnancy to a normal termination. 

The patient, a nullipara, aged 24, consulted the 
author because of dysmenorrhoea and dyspareunia. 
She had been married one year, her menstrual his- 
tory was negative, with no pregnancies. Examina- 
tion disclosed a retroverted uterus and a tumor 
the size of a peach on the right side, diagnosed as 
prolapsed cystic ovary. Later she became preg- 
nant, and again consulted the author about four 
months after conception because of pain in the 
right lower abdomen, increasing tenderness, and 
nausea. These symptoms persisted and a few 
days later the tumor, twisted once on its pedicle, 
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was gently removed. The patient was given mor- 
phine for two days following the operation, but 
this was discontinued because of excessive nausea. 
Convalescence was uneventful, and she was de- 
livered of a normal child at term. 

The author refers to cases previously reported. 
Barrett reviewed 114 cases, and strongly recom- 
mends the early removal of the tumor. If allowed 
to persist too long in pregnancy, hysterotomy may 
be necessary in order to give sufficient exposure to 
permit removal of the ovarian tumor. Doyle re- 
ports a case where the tumor was removed at the 
fifth month, and the patient kept under the in- 
fluence of morphine for five days to lessen uterine 
contractions. Lewis in a recent article gives some 
interesting statistics relative to ovarian tumors 
complicating pregnancy. He says 68 per cent are 
cystadenomata, 23 per cent dermoids, 2 per cent 
fibroids and 5 per cent malignant tumors. Torsion 
occurs in 80 per cent of the cystic tumors. 

The author concludes, in view of these facts, 
that the tumor should be removed early in preg- 
nancy, unless discovered late in pregnancy or so 
situated that the tumor does not obstruct the outlet. 

W. L. Brown. 


Titus, R. S.: Bleeding in Pregnancy. Boston M. & 
S.J., 1917, clxxvii, 413. 

Titus insists that vaginal bleeding in pregnancy 
be immediately investigated, since the safety of the 
patient depends upon an early and accurate diagno- 
sis. To facilitate discussion, the significance of 
bleeding is considered in relation to the first, 
second, and last three months of pregnancy. 

While miscarriage is by far the most frequent 
cause of hemorrhage in the first period, the necessity 
of ruling out ectopic pregnancy is emphasized. If 
serious doubt exists as to diagnosis the author pre- 
fers to explore the abdomen by laparotomy. If 
rupture has occurred extreme cases are given time 
to recover from shock. The vaginal route he 
declares unsafe. Curettage is recommended to 
control bleeding due to incomplete and inevitable 
abortion, Complete and septic abortions are 
treated conservatively unless there is bleeding, when 
a finger curettage is done. 

Early carcinoma of the cervix is treated as if 
pregnancy did not exsist. In advanced carcinoma 
pregnancy is allowed to progress and is terminated 
by cesarean section. When hydatid mole is 
diagnosed, preference is given to vaginal section as 
the method of emptying the uterus, especially if 
immediate emptying is necessary. 

The treatment of placenta previa is adapted to 
the individual case. Hospital facilities are im- 
perative. Accouchement forcé is discarded in 
treating primipare; abdominal cesarean section is 
resorted to beyond the seventh month with either 
central or partial placental attachment when the 
cervix is undilated and bleeding is active. Thesame 
operation is done for multipare with urgent symp- 
toms. If dilatation of the cervix has begun, some 


method of vaginal delivery is attempted, the bag 
being preferable to the Braxton Hicks method, 
Abdominal cesarean section is considered the logical 
treatment of primipare with ablatio placente. If 
a primipara is in labor, the condition of the cervix 
is the deciding factor, as in a multipara, as to the 
choice of the method of vaginal delivery. 
W. H. Cary. 


Harrar, J. A.: Accidental Hzmorrhage; Two 
Hundred and Fifty-Four Cases in 100,000 Con- 
finements at the New York Lying-In Hospital. 
Bull. Lying-In Hosp. N. Y., 1917, xi, 151. 

Among the 100,000 confinements in the New 

York Lying-In Hospital premature separation of 
the placenta took place in 254 cases. The in- 
cidence of this complication was noted in the ward 
service once in every 175 confinements, whereas in 
the outdoor department which more nearly repre- 
sents the conditions in ordinary practice, it oc- 
curred once in 1,085 confinements. The diagnosis 
of accidental hemorrhage is made only when the 
symptoms are severe enough to require treat- 
ment. It is interesting to observe that the accident 
occurred twice as frequently in multipare as in 
primipare. Inthe 152 instances of marked hydram- 
nios, premature separation of the placenta occurred 
but three times; four times in 1,078 cases of twins; 
twice in 29 cases of triplets; six times in 650 cases 
of toxemia of the eclamptic type. In five instances 
there was evidence of antenatal infection with 
elevation of temperature and a foul odor of the 
uterine contents when delivered. External trauma 
was a feature in 15 cases, fibroid in 3, and a short 
cord in 2. 
_ Twenty-two deaths occurred in the 254 cases, 
a maternal mortality of 8.66 per cent. The mor- 
tality was considerably higher in the concealed 
hemorrhage cases, amounting to 25 per cent. No 
matter what the type of cases, the amount of 
placental separation, or the method of delivery, 
with certain reservations, the same conditions apply 
as in placenta previa, those who lose much blood 
die; and those whose blood loss is conserved do not 
die. There were 133 stillbirths, a foetal mortality 
of 50.8 per cent in the 262 babies born. Thirty 
infants died in the first ten days, making a total 
foetal and infantile mortality of 62.2 per cent. In 
the concealed hemorrhage group, the only child 
that survived was delivered by cesarean section. 

Of these 254 cases of accidental hemorrhage, 68 
delivered themselves spontaneously after simple 
rupture of the membranes, with two deaths resulting, 
both due to infection; 27 spontaneously after vaginal 
pack, with no deaths; 8 spontaneously after the 
use of a Voorhees bag, with one immediate death 
due to hemorrhage and eclampsia. Version was 
performed’ 81 times with ten maternal deaths. 
It was done 14 times after cervicovaginal packing, 
22 times after manual dilatation of the cervix and 
20 as part of an accouchement forcé. Breech 
extraction was done 19 times. Vaginal cesarean 

















section was done 5 times with one death. Abdom- 
inal cesarean section was done 7 times with no 
maternal death. The highest mortality occurred 
in those cases in which version was done after 
forcible or instrumental dilatation of the cervix. 

In the opinion of the author the following in- 
dications would be proper in the treatment of acci- 
dental hemorrhage: 

The progression of spontaneous delivery when 
the patient in the first or second stage of labor be- 
gins to bleed slightly with no other symptoms. 

Rupture of the membranes, after the cervix is di- 
lated to three fingers or more: (1) when the pa- 
tient in the first or second stage begins to bleed 
moderately or profusely; (2) if with slight bleeding 
labor pains subside; (3) if with slight external bleed- 
ing symptoms develop of concealed hemorrhage. 

Cervicovaginal packing with two per cent iodo- 
form gauze: (1) in a case of moderate hemorrhage 
with cervix closed or dilated less than three fingers; 
(2) if rupture of membranes fails to institute strong 
pains; (3) if bleeding continues after rupture of the 
membranes; pack for four to six hours to hasten 
dilatation of cervix and to control bleeding by 
pressure on uterine vessels. 

Forceps to hasten labor in the second stage if 
bleeding continues, or if the foetal heart shows signs 
of danger impending to the child. 

Version only in cases with cervix fully dilated, 
with head above brim and uterus not tonic. The 
Braxton Hicks version is not of value as in placenta 
previa. 

Manual dilatation of the cervix, which is generally 
dangerous and only to be employed to ream out the 
remaining rim of a fairly well-dilated cervix before 
proceeding with version, but never employed in 
the form of an accouchement forcé in a cervix of 
three fingers’ dilatation or less. 

Cesarean section, in a case of concealed hemor- 
rhage with closed cervix, the child either dead or 
alive; especially in the cataclysmic disruptive cases 
occurring before the onset of labor. 

Hysterectomy only in cases of accompanying 
rupture of the uterus. 

Postpartum packing of the uterus to control 
further hemorrhage after delivery in every case 
of accidental hemorrhage with symptoms pro- 
nounced enough to clinically identify it as such. 

In brief, the author recommends, in the treatment 
of accidental hemorrhage, rupture of the membranes 
in the very mild cases, rupture of the membranes 
and the use of the cervicovaginal packing in the 
more severe cases, reserving abdominal cesarean 
section for grave concealed hemorrhage cases with 
closed cervix, and doing a hysterectomy only when 
there is accompanying partial or complete rupture 
of the uterus. C. D. Hotmes. 


Allen, E. M.: Coincident Pregnancy and Tabes 
Dorsalis. J. Am. M. Ass., 1917, |xix, 979. 


The patient, aged 37, entered the Los Angeles 
County Hospital January 14, 1917, seven months 





OBSTETRICS 73 


pregnant; she complained of difficulty in walking 
for the previous three months, and also of difficulty 
in descending stairs and in balancing herself while 
standing erect. She had suffered from shooting 
pains in the legs and thighs rather frequently for 
two years previous to her admission to the hos- 
pital. These were diagnosed as rheumatism by 
her attending physician, but were knife-like in 
severity. The diagnosis of locomotor ataxia was 
made on the basis of the history and the physical 
findings, which included Argyll-Robertson pupils, 
absent knee-jerks, the Romberg sign, an ataxic gait 
and a positive Wassermann test both of the blood 
and the spinal fluid. 

She had one child, born July 3, 1914. Since the 
first child she had had two miscarriages at approx- 
imately three months each. These were spontane- 
ous and painless, and did not follow a fall or other 
traumatism. The first labor was short and un- 
attended by severe pain. 

March 6 the patient was examined. The peri- 
neum bulged slightly. The cervix was soft and 
there was approximately 11% inches dilatation. The 
foetal heart rate was 146, with the tones of good 
quality. The following day the patient had irreg- 
ular uterine contractions but no pain. 

March 8 the uterine contractions were of much 
less force. A rectal examination showed no in- 
crease in the original amount of dilatation. The 
head was very movable. The foetal heart tones 
were good and the rate 152. A rectal examination 
March 9g showed no further increase in cervical 
dilatation and no easily palpable uterine contrac- 
tions. The foetal heart tones were 156. At 3 p.m. 
§ grains of quinine were given with no painful effect 
following, though at 4:30 p.m. dilatation was nearly 
complete. Five-tenths ccm. of pituitary solution 
were given hypodermically at 6 p.m. After ap- 
proximately fifteen minutes pains began and a seven- 
pound boy, 24 inches in length, was born spontane- 
ously at 7 p.m. The pains were probably two- 
thirds as severe as ordinary labor pains. No an- 
esthetic was used. The placenta delivered spon- 
taneously twenty minutes later. 

Epwarp L. CoRNELL. 


Stroponi, L.: Bilateral Ovariectomy in Pregnancy, 
Labor at Term (Ovariectomia bilaterale in gravi- 
danza, partoa termine). Ann. di ostet. e ginec., 1917, 
XXXViii, 493. 


The question of removing both ovaries from a 
pregnant woman without interrupting the preg- 
nancy depends strictly on two more general and 
more important questions: (1) the possibility of 
intervening by laparotomy directly on the genital 
organs of a pregnant woman without danger to the 
continuation of the pregnancy; (2) the possibility 
of completely suppressing the internal secretion 
of the ovary during pregnancy without ill effects 
to the woman either during the labor or puerperium. 

To the first question clinical experience has 
largely replied in the affirmative. Numerous 
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cases of myoma and ovarian cyst have been op- 
erated upon during pregnancy without apparent 
prejudice to its continuation to term. The second 
question is more complicated and as yet remains 
unsolved. There is still a great deal of obscurity 
regarding the endocrine activity of the ovary and 
the exact functions of the corpus luteum, etc., as 
regards the general organism and the gravid state. 

A few authors have reported cases of bilateral 
ovariectomy without interruption of pregnancy. 
Much more numerous are the cases reported in 
which following castration there was an abrupt 
termination of the pregnancy; and very probably 
there are many unpublished cases. It appeats, 
however, that in many cases of uninterrupted preg- 
nancy after a bilateral ovariectomy some portion of 
ovarian tissue was left behind which possibly con- 
tained corpora lutea. 

The author reports a case of bilateral ovariectomy 
for a malignant ovarian tumor in a woman of 22 
years. The woman was in the fourth month of 
pregnancy. A tumor the size of a foetal head at 
term could be felt in the vicinity of the left tube. 
Nothing special was noted on the right adnexal site. 
The case was diagnosed as a dermoid cyst of the 
left ovary and intervention was recommended and 
accepted. On opening the abdominal cavity both 
ovaries were found tumorous and hard and ap- 
parently malignant; they were removed. The 
postoperative course was completely normal. 

Microscopic examination of the removed tumor 
showed the complete absence of any trace of normal 
ovarian tissue in either ovary. The tumors were 
fibrous and diagnosed as luteic sarcoma. 

During the interval between operation and term 
time the patient, otherwise well, exhibited phenom- 
ena which could be interpreted as well-known signs 
of ovarian insufficiency, and ovarian extract was 
prescribed. The labor occurred at term and was 
quite normal in all respects. The child was normal, 
However, there was evidence of a deficiency in 
lactation at first which became abundant later on. 

The author discusses the case and thinks from this 
clinical experience that it is permissible to conclude 
that removal of both ovaries from a pregnant woman 
at least after the fourth month of pregnancy, does 
not necessarily result in an interruption of the 
pregnancy. He also draws attention to the fact 
that the mammary secretion is independent of the 
ovarian glandular secretion. This latter fact has 
long been known experimentally. 

W. A. BRENNAN. 


Cirio, C.R.: Pregnancy at Term After the Schauta- 
Wertheim Operation (Sobre un caso de embarazo 
llegado a termino despues de la operacion de Schauta- 
Wertheim). Rev. argent. de obst. y ginec., Buenos 
Aires, 1917, i, 233. 

The patient in the case reported by Cirio was a 
woman aged 36 years who had a Schauta-Wertheim 
operation for prolapse in 1910. Both tubes were 
ligatured with catgut and sectioned at a point con- 


tiguous to their interstitial part. The vesical 
peritoneum was sutured to the posterior face of the 
uterine isthmus and the edges of the longitudinal 
incision of the vagina were united over the anterior 
face of the body of the uterus. The woman became 
pregnant in 1914 and the pregnancy went to term. 
Cesarean operation was done; but Porro’s method 
could not be applied owing to the fixation of the 
uterus. The obstetrician therefore made a partial 
amputation of the uterine wall and a peritoneal 
suturing, isolating the inferior part of the uterine 
incision in such a way as to realize a utero-abdom- 
inal fistula. The pregnancy developed almost en- 
tirely in the vicinity of the uterine posterior wall. 
The woman recovered and the child was in good 
condition; the fistula closed up. 

The author discusses three points in connection 
with this case: 

1. Is section of both tubes after previous ligation 
and suture of the vesical peritoneum to the posterior 
face of the uterine isthmus sufficient to effect 
sterility? ‘The author thinks it is; however, in the 
case under reference the peritoneal suture must have 
left a small peritoneal opening which allowed the 
interstitial part of the tube to be in communication 
with the ovary and contiguous parts; this is the 
only way in which the fecundation can be explained. 

2. In a uterus whose condition is such as this, 
can a pregnancy continue after beginning; and if 
so, what is the conduct to follow? The termination 
of the case reported answers the first query. The 
author discusses the second part and concludes 
that the course followed in this case, viz., abdominal 
cesarean section, was the correct and only one to 
follow. 

. 3. Under the conditions, if pregnancy is diagnosed 
with a viable foetus, ought it be allowed to progress 
to term? The author thinks that in the case of a 
woman who had no children, the pregnancy might 
be permitted to go on, but in the contrary case, 
abortion should be induced. W. A. BRENNAN. 


LABOR AND ITS COMPLICATIONS 


Mazzini, E.: Treatment of Uterine Ruptures Dur- 
ing Labor by the Boero Method (Tratamiento 
de las ruptures uterinas durante el parto por et 
procedimiento Boero). Semana méd., 1917, xxiv, 85. 


Mazzini publishes 5 cases of uterine rupture 
occurring in the course of labor and treated by the 
Boero method. He claims 80 per cent of recoveries. 

The method is described in full detail and its 
principal features may be thus given in résumé: 
Feetal extraction is done through the vagina, except 
in case it has passed into the abdominal cavity, 
which is infrequent; in execution the left hand, 
carried as far as the uterine neck, ascends delicately 
by the anterior or posterior wall of the lower seg- 
ment and reaches the edge of the rupture. With 
the thumb and index finger the superior margin of 
the tear is seized about the middle line of the corpus 
and pulled down towards the vagina, aid being given 

















by pressure of the right hand on the uterine fundus 
through the abdomen. The maneuver is carried 
out in such a manner that the external or peritoneal 
face of the upper lip of the tear is behind the internal 
or mucous face of the lower lip of the tear, thus 
making the superior behind the inferior when the 
tear is on the anterior uterine wall and in front of the 
inferior when the tear is on the posterior wall. 

The fingers are then replaced by 2 four-toothed 
forceps which remain permanently, and a drainage 
tube is inserted. The lower segment is tamponed 
with iodiform gauze. A permanent sound is left 
in the vagina. After 72 hours the tampon drain 
and forceps are carefully withdrawn and a vaginal 
irrigation done. W. A. BRENNAN. 


Barbour, H. G.: Tyramin as an Adjunct to Mor- 
phine in Labor. J. Am. M. Ass., 1917, |xix, 882. 


The employment of morphine in labor in recent 
years has become frequent, probably owing to 
“twilight sleep” propaganda. Used in this con- 
nection morphine exhibits three important effects, 
the first desirable, the other two untoward; namely, 
analgesia, respiratory depression in the child, and 
delay of labor. 

Since Hatcher pointed out the almost complete 
lack of theoretical justification for the employment 
of scopolamin in this connection seven years ago, 
little if any new evidence has been introduced in its 
favor, nor has knowledge of its obscure pharmacol- 
ogy been very appreciably increased. ‘This is due 
in part to the varied manifestations of scopolamin 
action, and to the unstable character of the alkaloid. 

The author states that experimental work does 
not make it plain that morphine depression of 
respiration is constantly affected by its combination 
with scopolamin. In some instances the depression 
was delayed or preceded by acceleration. On the 
uterus itself ordinary doses of morphine in an- 
esthetized animals show no effect; in unesthe- 
tized animals by cerebral effect small doses of mor- 
phine tend to inhibit the ryhthmic action of the 
uterus. 

In this connection Bry, Dale, and Dixon have 
pointed out that tyramin (para-hydroxy-phenyl- 
ethyl-amin hydrochlorid) has two desired effects, 
respiratory and uterine stimulation. Tyramin, the 
active principle of ergot, is derived by bacterial 
action on tyrosin containing proteins. Cobey 
studied the effect of this drug on morphine narcosis 
in mice and concluded that any influence which it 
might have on this narcosis was probably negligible. 
Maurer was able to demonstrate very clearly an 
antagonism between the action of morphine and 
tyramin which was best exhibited when they were 
administered in the ratio of approximately three 
parts of tyramin to one of morphine. Most signifi- 
cant was the fact that the respiratory action of 
morphine often remained in abeyance during a 
period when marked analgesia was present. 

The author recommends the use of tyramin 
forty to fifty mg. and morphine sixteen mg. sim- 
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ultaneously. This is given hypodermatically, in 
the absence of contra-indications, when discomfort 
becomes marked in the first stage of labor. The 
respiratory rate of the mother becomes slightly in- 
creased rather than decreased and usually remains 
somewhat accelerated throughout. The condition 
of the child has been quite satisfactory, no tendency 
to asphyxia having been observed. 

In every case the frequency of the uterine con- 
tractions has been increased within five minutes 
after the injection and this augmentation maintained 
throughout. The increase has usually been from 
five minute intervals to intervals of about two 
minutes, with an augmentation temporarily, at 
least, in the strength of individual contractions. 
Forty mg. of tyramin produce a temporary rise in 
blood-pressure usually amounting to twenty to 
twenty-five mm.; this seems to be negligible in normal 
cases but should be borne in mind and followed 
closely. C. D. Hotmes. 


PUERPERIUM AND ITS COMPLICATIONS 


Barnard, E. P.: Retained Placenta. Am. J. Obst., 
N. Y., 1917, Ixxvi, 477. 


Retained placenta, a completely separated placen- 
ta which remains in the uterus, may be due to 
inefficient uterine contractions or tetanic spasm 
of the contraction ring. Too vigorous efforts to 
express it may dislodge clots and thus result in 
sharp, hemorrhage. The author advises gentle 
Credé expression when the placenta does not 
separate and deliver itself within 30 to 45 minutes. 
If the placenta lies in the grasp of a tight contraction 
ring, the uterus should be let alone until it relaxes 
and releases the placenta, then the placenta should 
be expressed by Credé. 

Introduction of the hand into the uterine cavity 
to remove retained bits of placenta often leads to 
infection and death. Expectant treatment is ad- 
vised if the retained part is not large, or if there is 
not serious hemorrhage. 

In summary, first, it should be determined 
whether the placenta has separated. Then gentle 
manipulation should be used to stimulate the uterus 
to expel the placenta. If this fails, gentle Credé 
expression should be employed. W. L. Brown. 


Reynolds, C. B.: Retained Adherent Placenta. 
Am. J. Obst., N. Y., 1917, lxxvi, 479. 

If the cellular or spongy layer of the decidua is 
absent or becomes atrophied, a preponderance of 
connective tissue results and the placenta may ad- 
here partially or completely to the uterus. This 
occurs about once in every 500 cases. Gonorrhea 
and low grade endometritis are considered the most 
common causes of this condition. 

In a completely adherent placenta, usually there 
is no bleeding from the placental site, but if par- 
tially adherent, the bleeding is usually profuse and 
should be treated at once by manipulation and 
pressure over the fundus of the uterus. 
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In severe hemorrhage the gloved hand should 
be introduced into the uterus under strict aseptic 
conditions, and the placenta or remnants removed, 
the external hand being used as a guide and to 
exert counter-pressure. 

The dangers in cases of retained adherent placenta 
are: (1) inversion of the uterus in manipulating 
the uterus, (2) hemorrhage in the partially de- 
tached variety, and (3) sepsis. 

Morbidity and mortality from sepsis can be 
lowered by careful preparation for labor, rigid 
cleanliness, and infrequent internal examinations. 

W. L. Brown. 


MISCELLANEOUS 


Stein, A.: Influence of Labor on the Brain Develop- 
ment of the Child. J. Am. M. Ass., 1917, \xix, 


334- 


The author considers the question of preventable 
traumatism to the skull and its contents in long 
protracted labors and instrumental deliveries, 
with reference to the production of feeble-minded 
children. In prolonged labor damage may be done 
to the child’s brain by one of three mechanisms: 
first, direct contusion of the brain substance; 
second, local congestion and rupture of intracranial 
vessels by the overriding parietal bones; third, 
general congestion of the venous system causing 
capillary hemorrhages of the meninges. In three 
of the author’s cases sufficient damage was done 
to brain and nerve centers to destroy life. He 
therefore assumes that unquestionably many in- 
fants survive with irreparably damaged brains. 

In one series of 5,000 cases of mental defectives, 
it was found that 134 cases or 2.68 per cent were 
instrumental deliveries, and 75 cases or 1.5 per cent 
were prolonged labor deliveries. In another series 
of 562 cases of mental defectives, difficult or pro- 
longed labor appeared 125 times; in 54 of these no 
instruments were used. In the records of Duhrssen 
and Kuntzel, among a series of 450 idiot children 
4 OF .009 per cent were found whose idiocy was 
attributed to instrumental traumatism and 23 cases 
to unassisted difficult deliveries. 

The author cites the case of a primipara, aged 22, 
who was in labor three days, giving birth to a 
feeble-minded child. Duhrssen and Kuntzel con- 
cluded that unduly prolonged and difficult birth 
asserted a far more injurious influence on the child’s 
brain than the skilled application of forceps. In 


Tissier’s neurologic statistics covering a series of 
goo cases, among 76 idiotic children, 18 were born 
asphyxiated following difficult labors and 18 were 
born after difficult labors without asphyxiation. 
After a study of 2,380 mentally deficient children, 
Shuttleworth and Potts concluded that protracted 
pressure without instrumental interference was a 
more potent factor in the causation of mental and 
nervous defects than forceps, and Volland showed 
in his report that in the same family children born 
in normal labor were normally constituted, whereas 
those born after difficult labors became epileptic. 

The author cited many other groups of statistics 
which seemed to indicate the same conclusion, that 
prolonged and difficult labors exert a more harmful 
effect upon the mentality of the child than properly 
applied forceps, and that in the interest of the child 
protracted births should be judiciously terminated 
by intervention, since a delay until the foetal heart 
tones have become weak or inaudible means that 
= damage has been done to the infant’s 

rain. 

An interesting case was reported of a child with 
congenital spastic paraplegia, who was born asphyx- 
iated after a hard labor. The child was mentally 
defective and died the first year. The necropsy 
showed adherence of the pia over both hemispheres 
and marked symmetrical atrophy of the frontal 
halves of both hemispheres. The diagnosis was 
chronic meningo-encephalitis, undoubtedly due 
to an extensive effusion of blood between the pia 
and cortex. 

The author also cited the statistics of Beach cover- 
ing a series of 810 cases of idiocy, of which 4.3 
per cent were charged to the application of forceps 
as against 26.6 per cent apparently due to prolonged 
and difficult labor. 

In summary the author concludes: first, that 
prolonged unassisted labor is responsible for much 
avoidable harmful compression of the infant’s 
skull; second, that the damage sustained by the 
child’s brain and meninges often affects the intel- 
lectual growth; third, that there should be more 
systematic study and records concerning the con- 
nection between obstetric traumatism and nervous 
diseases; fourth, that the obstetric forceps correctly 
applied should be used to prevent prolonged labor; 
and lastly, that the pituitary solution, two to 
three minims, hastens labor and often eliminates 
the necessity for the application of forceps. 

L. H. Hits. 























ADRENAL, KIDNEY AND URETER 


Merritt, E. P.: Stones in the Urinary Tract. 
Car. Med. Ass., 1917, xiii, 676. 


J. Sa: 


The diagnosis and management of foreign bodies 
in the urinary tract are placed upon a scientific 
basis by the cystoscope, the X-ray, the microscope 
and tests of the functionating power of the kidneys. 

Stones may be lodged in the kidney, ureter, 
bladder or urethra, or more uncommonly, in the 
vesicles or prostate. The idea that all stones cause 
severe pain is erroneous. There is generally more 
pain from ureteral or bladder stones than from 
those in the pelvis of the kidney, but, as a rule, all 
urinary stones give discomfort at some period of 
their existence. 

Symptoms of renal stones include a history of 
renal colic, pains in kidney region referred to the 
lumbar region and down the thighs, sometimes 
continued to the legs, with blood and pus cells in 
the urine, either microscopic or macroscopic. 
Usually the roentgen ray will give a shadow of the 
stone, if it is not purely uratic. If stones are very 
large, filling the pelvis and calices, the question of 
removal arises. With this condition the func- 
tional capacity of the kidney must be determined. 

Symptoms of ureteral stones are pain reflected 
to the front and back, to the side of the vagina, or 
to the testicle and side of the penis. If the stone is 
large enough to block the ureter, pain is augmented. 
For diagnosis the X-ray and the iron oxide catheter 
is almost indispensable. If the stone is located the 
patient should be given morphine and atropamine 
hypodermically, the ureter dilated to the limit and 
examination made with a cystoscope. Then about 
2 ccm. papaverin sulphate solution is injected below 
the stone, followed after fifteen minutes by an 
injection of x or 2 ccm. of sterile olive oil. The 
patient should be put to bed, and a hot sitz bath 
prescribed. This procedure is not always success- 
ful, but is worth a trial before surgery is resorted to. 

Symptoms of stone in the bladder vary, but 
generally there are pains in the bladder region, 
referred to the testicle and end of the penis. The 
larger the stone, the more severe are the symptoms. 
Pain is greater on exertion, and there is frequently 
a cut-off in the flow of urine accompanied by a 
biting pain. Generally the stone is readily seen 
—— the cystoscope, or demonstrated by the 

-ray. 

Stones are seldom lodged in the urethra, but 
one such case has been observed by the writer. 
Stones of the prostate and seminal vesicles are more 
common, giving rise to constant burning and irrita- 
tion of the deep urethra. 


GENITO-URINARY SURGERY 


Taylor, G.: A Plea for Caution in the Surgery of 
Suspected Renal and Ureteric Calculus. Prac- 
titioner, Lond., 1917, xcix, 151. 

The author in a brief clinical report calls attention 
to the importance of-careful study in cases of sus- 
pected kidney and ureteral stone, and lays great 
stress on the importance of using the shadowgraph 
catheter, with or without pyelography, in all cases 
in which there is the least doubt about the nature 
of the shadow obtained by the roentgen ray. Many 
cases in which the nature and origin of the shadow- 
producing body has not been definitely determined, 
and a diagnosis of stone made, have resulted in 
operation in which no stone was demonstrated. 

The author has the courage of his convictions and 
reports one case in his practice in which he failed to 
resort to all methods for determining the location of 
the shadow-producing body, and upon operation 
found no stone. 

A paper of this kind is very timely, and emphasizes 
the importance of thorough pre-operative study in 
this group of cases. H. L. KreTscuMer. 


McWilliams, C. A.: Septic Kidney Infarct from In- 
fected Finger; Nephrectomy. Med. Rec., 1917, 
xcii, 215. 

The patient, 38 years old, was admitted to the 
dispensary on June 3, 1916, with an abscess on the 
volar surface of the left index finger occupying 
almost the whole of the anterior closed space. 
This was opened and made into a single cavity. 
Five days later freer drainage of the finger was 
afforded by lateral incisions. Sixteen days after 
this the terminal phalanx was found to be bare 
and necrosed. 

Examination on admission to the hospital showed 
a tender mass on the right side of the abdomen ex- 
tending from the costal margin to the crest of the 
ilium, very tender in the costal vertebral angle. 
The X-ray showed no calculi in the kidney or ureter. 
Ureteral catheterization the following day showed 
clear urine coming from each kidney. Examina- 
tion of the secretion from each kidney showed that 
the right kidney, probably from irritation, was 
doing a greater amount of work than the left. 

At the time of admission the patient’s white 
blood-cells numbered 14,800 and polymorphonu- 
clears 86 per cent. The temperature was 103° F., 
and pulse 102. The temperature remained re- 
mittent, the highest being 103° F. and the lowest 
1o1° F. before operation. A diagnosis of perine- 
phritic abscess was made because of the tenderness 
and the lack of evidence on catheterization of the 
ureters of any pus focus in the kidney. Four days 
after admission, July 7, 1916, the patient was 
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operated upon. The fatty kidney capsule was 
very adherent and, on dissecting it, three abscesses 
were opened. These wére supposed to be in the 
kidney substance. Nephrectomy was done and 
drainage provided. Culture of the pus showed the 
staphylococcus aureus, the same organism which 
had caused the finger infection. A thick layer 
of fat adherent to the kidney was removed with 
the kidney. Two of the three abscesses were in this 
fatty capsule, while the third communicated with 
an embolic abscess in the kidney cortex. Two 
rubber drainage tubes containing gauze wicks were 
placed in the pedicle. For one month after the 
operation, the patient ran a very puzzling and un- 
explained temperature. Physical and X-ray ex- 
amination of the chest showed no complications 
there. It was six weeks before the sinus closed. 
Two months after the nephrectomy the whole 
necrosed terminal phalanx of the index-finger was 
removed under local anesthesia, 2 per cent novo- 
caine. The patient had been well since leaving the 
hospital after the first operation and had gained in 
weight. 

In the lateral aspect of the kidney capsule was a 
good-sized abscess, the walls being very shaggy and 
containing broken down pus and blood. The 
cortex of the kidney showed a well-defined sup- 
purative process about 2 cm. in diameter. In one 
case the cortex had been broken down and had 
communicated with the perinephritic abscess. 
The kidney showed a thickened cortex and the 
capsule proper stripped off with difficulty; in the 
gross only one abscess was apparent. 

Epwarp L. CorNELL. 


Rosenbach: Hypernephroma. 
Wehnschr., 1917, No. 4. 


Rosenbach of the surgical division of the Potsdam 
Hospital says that it is only recently that much 
attention has been paid to perirenal hematoma. 
Hemorrhage was observed in several instances and 
accounted for differently. Wunderlich and Lench 
had exactly described the symptomatology of 
perirenal hematoma as a triad consisting of early 
sudden pain in the kidney region, rapid formation 
of a retroperitoneal tumor followed by signs of 
internal hemorrhage. 

In a case described by Rosenbach, there were 
typical colic pains in the right kidney region and 
blood as well as albumin was demonstrated in the 
urine. Later on under the right costal arch a large 
intumescence could be distinctly palpated which 
could be pushed frontward from the kidney region. 
There was a progressively augmenting icterus, and 
as the tumor was rather nearer the gall-bladdder 
region than that of the kidney, diagnosis could not 
be made a certainty. A pararectal laparotomy was 
done. The tumor was situated retroperitoneally 
and referred to the right kidney. A lumbar in- 
cision parallel to the iliac wing was made and joined 
to the pararectal incision. The inferior pole of 
the kidney was isolated and the tumor, which was 
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as large as an infant’s head, was detached and re- 
moved. Examination showed that the tumor was 
a hypernephroma. The patient died two months 
later from pulmonary gangrene. 

The author says that in this case two of the rec- 
ognized symptoms of perirenal hematoma were 
present but the third sign, internal hemorrhage, 
was not demonstrated. As regards the hemorrhage 
from the tumor, it is known that malignant hy- 
pernephromata have a tendency to hemorrhage, 
and that hemorrhagic areas may be found on those 
of any conspicuous size. W. A. BRENNAN. 


Garcia, A.: Congenital Bilateral Absence of Kid- 
neys in a 140 Millimeter Pig Embryo. Philip- 
pine J. Sc., 1917, xi, 191. 

A review of the literature on renal malformations 
and maldevelopments has demonstrated the fact 
that, while unilateral congenital absence and mal- 
development of kidneys have been frequently 
recorded in man and the lower animals, bilateral 
cases, though observed with comparative frequency 
in embryos, have been reported but once or twice 
in the human body. 

The specimen reported was a female pig embryo, 
140 mm. long, from a litter of five apparently per- 
fectly normal specimens of approximately equal 
size. In external appearance and on examination of 
the thoracic and abdominal cavities, this specimen 
appeared normal. Garcia’s attention was called to 
the absence of the kidneys. The genitalia also ap- 
peared normal; the ovaries measured 5.5 by 3 mm. 
The oviducts and uterus were in every respect identi- 
cal with those of pigs of the same size. 

In the urinary apparatus the bladder was well 
developed, measuring 12 by 4 mm. and ending in a 
well-formed urachus. The two hypogastric ar- 
teries were also well-defined and normally located. 
The kidneys were absent, and no traces of what 
might be taken for rudiments of these organs could 
be found in the neighborhood of their normal posi- 
tion. The two ureters were well developed and 
their orifices at the trigone were patent. The right 
ureter, which appeared slightly larger and longer 
than the left, began from the right inferolateral 
side of the bladder, passed in an upward and lateral 
direction for about 9 mm., then continued upward 
in a wavy course over the quadratus lumborum for 
about 16 mm., and ended in a funnel-shaped ex- 
pansion which was lost in the retroperitoneal fascia 
in this region. The left ureter, slightly smaller in 
diameter than the right, was decidedly shorter 
and lacked an abdominal portion. Traced from 
the lower inner side of the bladder, it passed in a 
lateral direction to the back of the pelvis with a 
slight concavity upward for a distance of 6.5 mm. 
and ended in a thin membrane attached to the 
posterior pelvic wall. Occupying apparently nor- 
mal positions, the adrenals appeared as two large, 
more or less pyramidal masses which were about 
three times as large as those of pig embryos of 
approximately the same size. 
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Retroperitoneally, over the right quadratus 
lumborum and on a level with and lateral to the 
expanded upper end of the right ureter, a small 
mass of glandular-like tissue of irregular shape was 
found. This was removed and imbedded for his- 
tological examination. Two similar bodies were 
seen on the right lateral portion of the posterior 
abdominal wall, one immediately above and the 
other to the mesial side of the right ovary; both were 
removed for embedding. On the left side two sim- 
ilar masses were also seen, one of triangular shape 
a few millimeters lateral to the left ovary, and the 
other, oval in shape, immediately below it. No 
other masses of tissue which might be looked upon 
as suspicious traces of kidney were seen in this 
region. 

In the present case the pronephron had evidently 
undergone full development and degeneration, 
leaving behind only its primary collecting duct from 
which the two ureters apparently normally de- 
veloped. That the mesonephros had also under- 
gone its normal course of development and de- 
generation was evidenced by the presence of distinct 
mesonephric tubules in the region of the rete 
ovarii forming the parovarium, the normally formed 
uterus and oviduct, and the two well-developed 
ureters, which are all derivatives of the mesonephros. 

In the case of the metanephros, the ureter in the 
right side had apparently developed upward to its 
normal length, and its upper extremity had started 
to expand into a funnel-shaped primitive pelvis and 
to divide into several primary collecting tubules. 
No evidences could be seen, however, of a blastemal 
cap accompanying it in this upward growth. The 
left ureter had apparently become arrested at the 
brim of the pelvis, becoming entangled there in 
the retroperitoneal mesenchyma. Whether these 
ureters were accompanied by blastemal tissue from 
the nephrogenic cord, which might have undergone 
complete regression, or not is a question which can- 
not be fully determined with the present findings. 

From the present case the following conclusions 
may be drawn: 

1. In the case of the right ureter the absence of 
kidney is probably due to a failure of the nephrogenic 
blastemal cap to appear or to develop, the upper 
expanded end of this ureter having undergone 
tubular divisions preparatory to the formation of 
the medulla of the kidney. 

2. The left ureter may have been arrested in its 
growth cephalad and become entangled with the 
mesenchyma of the pelvis, thus failing to reach the 
nephrogenic cord and meeting the blastemal sub- 
stance which might have existed and undergone 
regression. 

3. From the apparently normal development in 
general of this specimen as compared with the 
others of the same litter it is probable that kidneys 
are not essential for proper growth inira utero. 

4. That the adrenals are generally larger in 
renal absence, the report made by Coen and others, 
is also confirmed in this specimen. J. D. Barney. 


Stevens, A. R.: Diagnosis of Surgical Lesions of the 
Kidney and Ureter. N.Y. M.J., 1917, cvi, 395. 
Stevens’ article is a very timely one, and the 
author calls attention to the importance and neces- 
sity of localizing all surgical lesions of the higher 
urinary tract, and emphasizes the fact that ex- 
ploratory operation in this day and age is rarely, if 
ever, needed. 

The author believes that in conditions of the upper 
urinary tract exploratory operation should always 
be preceded by an accumulation of data, which 
permits of immediate judgment at the operation 
concerning the surgical procedure to be employed. 
The history, while it is a valuable guide in examina- 
tion, is often very unreliable for accurate diagnosis. 
The presence of pus in the urine always demands an 
explanation, and the routine tests employed in men 
are dwelt upon. 

The localization of the origin of the pus calls for 
the services of an expert urologist, and ureteral 
catheterization is necessary. By means of cysto- 
scopy urethral strictures that are tight enough to 
cause symptoms are incidentally ruled out. The 
bladder capacity is noted, as well as the presence 
or absence of tumors, calculi, ulcers, diverticule, 
etc. Even the cystoscopic picture of the ureteral 
orifices may give a clew to trouble higher up. 
Roentgen ray examination should be made a routine 
in all cases. 

The value and importance of dye tests are dis- 
cussed. Indigo-carmin and thalein are the ones 
most in use as a routine at the present time. 

The use of the shadowgraph catheter and the 
value of the wax-tipped catheter are given due 
consideration. The author, in conclusion, makes 
the following statements: 

1. Symptoms are often unreliable, sometimes 
positively misleading. 

2. Careful and complete examination is essential 
for diagnosis, and means are available to arrive in 
most instances at accurate clean-cut diagnoses. 

3. Inmen “cystitis” is rarely a justifiable diagno- 
sis. It is nearly always a secondary consideration, 
and the burden of proof is on him who diagnoses a 
case as primary cystitis. H. L. KretscHMer. 


Taylor, G.: Some Indications for Nephrectomy. 
Practitioner, Lond., 1917, xcix, 57. 


A decided diminution in the immediate mortality 
from the operation of nephrectomy and the more 
satisfactory end-results in cases submitted to this 
operation have been noticeable features of the renal 
surgery of recent years. This improvement is due 
partly to earlier and more accurate diagnosis of 
disease, partly to the greater attention devoted to a 
thorough investigation of the functional capacity 
of the remaining organ, as well as to improvement 
in the technique of the operation itself. The au- 
thor contrasts Tuffier’s statistics of 1899 — 38.4 
per cent — with Fullerton’s of 1913 — 6.2 per cent. 

As a means of estimating the functional capacity 
of the sound kidney Taylor has frequently used 
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the indigo-carmine and phloridzin tests, but in 
most cases he has contented himself with the 
simpler procedures of Fullerton; viz., if the urine 
obtained by ureteral catheter from the presumably 
sound kidney has a specific gravity of 1,015 or over, 
if it is free from albumin, pus, and blood, and is 
secreted in normal quantity, he has no hesitation 
in removing the offending organ. 

Case 1 was an example of congenital cystic disease 
in a patient 45 years of age with a severe degree of 
anemia consequent upon excessive hematuria. 
Such severe hematuria in a case of congenital cystic 
disease is very exceptional; extirpation of the kidney 
was necessary to save the patient from death from 
hemorrhage. According to Luzzato intermittent 
hematuria occurs in 16 per cent of these cases. 
Taylor says in view of the facts that the condition is 
almost always bilateral, and that the second kidney, 
if not already the seat of the disease, soon takes on 
the characteristic changes of the diseased organ re- 
moved, nephrectomy is never to be contemplated, 
except in cases of very severe pain or hemorrhage. 

Case 2 was an example of hematuria due to 
unilateral nephritis in a woman 52 years of age. 
Two years after nephrectomy the patient was in 
robust health. Many authors have emphasized 
the importance of performing nephrotomy alone 
in such cases, but the condition of Taylor’s patient 
was such that if the bleeding had persisted after 
the less radical operation, she would have been in 
no state to stand secondary nephrectomy. 

Case 3 was one of hypernephroma in a woman 
aged 69 who suffered from profuse hematuria 
associated with frequency of micturition. Some 
months previous she had had her appendix re- 
moved by an eminent surgeon. Right-sided ne- 
phrectomy was performed because the continued 
bleeding was rapidly enfeebling the patient. After 
operation the hematuria ceased, and the frequency 
disappeared, but the patient subsequently de- 
veloped recurrence in the flank, and died some 
six months afterward. 

Case 4 was an example of acute hematogenous 
infection of the right kidney in a cadet at Sandhurst 
who was lying in a condition of semi-stupor with 
a temperature of 104° F., a rapid pulse, and pass- 
ing large quantities of pus in the urine. The 
kidney proved to be a small hydronephrotic organ 
which had become acutely infected with a coliform 
organism and converted into a _pyonephrosis. 
The patient was in excellent health when last 
heard of. In cases of large pyonephrosis the 
method of subcapsular nephrectomy, as practiced 
by Federoff of Petrograd and recommended by the 
Mayos, deserves to be better known than it ap- 
parently is. P. G. SKILLERN, JR. 


Schneider, J. F.: Tests for Estimating the Func- 
tional Efficiency of Kidneys. Wis. M.J., 1917, 
Xvi, I19. 


Schneider reviews the history of urinary examina- 
tions. Progress along these lines is traced to the 


present day with our modern urological procedures, 
such as cystoscopy, ureteral catheterization, and 
tests of the renal function. The history and details 
of various tests of kidney function are described, 
beginning with cryoscopy and including methylene 
blue, phloridzin and indigo-carmin. The method of 
application and the value of these tests is discussed. 
The author then takes up the phenolsulphonephtha- 
lein test in detail and after a full description of its 
use, concludes that work done with this test since 
its introduction in 1911, “justifies the claim that 
this test gives the most reliable information regard- 
ing the efficiency of the kidney function, and makes 
it unnecessary at the present time to modify any 
of the original statements of its authors.” 
J. D. Barney. 


Tchertkoff, J.: Indicanzemia, a Symptom of Renal 
Insufficiency (L’indicanémie, symptome d’insuffi- 
sance renale). Rev. méd. de la Suisse Rom., 1917, 
XXXvli, 487. 

Tchertkoff says that he was the first to point out 
the true significance of indicanemia. His studies 
have shown him that it is a sign of severe renal 
insufficiency. The technique of his method for 
discovering indican is as follows: 8 to 10 ccm. of 
serum obtained from scarification or venous punc- 
ture of the fasting patient is added to an equal 
quantity of 20 per cent trichloracetic acid. This is 
filtered and to 10 ccm. of the filtrate is added an 
equal quantity of a solution of concentrated hydro- 
chloric acid containing 8 gr. of perchloride of iron 
per liter. This is shaken and 3 ccm. of chloroform 
added. Upon examination 15 minutes later the 
chloroform will be found to vary in color from pale 
to deep blue according to the quantity of indican 
in the serum. If there is no indican the chloroform 
does not become colored. If the serum contains 
iodides the chloroform takes on a rosy tint, and it is 
well to exclude iodides before making the test for 
indican. 

In acute nephritis with renal insufficiency in- 
dicanemia first appears when azotemia reaches 
nearly 1.50 gr. per liter. 

The author concludes that his method is a simple 
one within the reach of all practitioners. In his 
opinion the presence of indican in the blood demon- 
strates a severe renal insufficiency corresponding 
to an azotemia of 1.5 per cent. Indican is never 
found in patients with renal sufficiency. In chronic 
nephritis the presence of uremia is a sure precursor 
of death. It is only a matter of weeks or months. 

In acute nephritis the renal insufficiency is only 
temporary. In certain cases of azotemia under 
the influence of treatment or functional incom- 
petency the quantity of urea scarcely exceeds the 
normal. Study of indicanemia will furnish more 
exact results than study of azotemia, both as 
regards diagnosis and prognosis. In spite of a 
minimum azotemia the gravity of the renal in- 
sufficiency is established if indicanemia is demon- 
strated. 
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The study of indicanemia also answers certain 
theoretic questions. True uremia is a retention of 
different substances produced in the organism and 
not alone a retention of urea. W. A. BRENNAN. 


Beer, E.: The Significance of Ureteral Tubercle 
Bacilluria. Am. J. M. Sc., 1917, cliv, 251. 


The problem is replete with difficulties which may 
be encountered by those dealing with patients 
suffering from urogenital tuberculosis. Very few 
categorical statements are permissible. In each 
individual case it is necessary for the surgeon to 
weigh the evidence. carefully before determining 
whether he is dealing with a case of renal tuberculo- 
sis or not. 

Tubercle bacilli may be present in ureteral speci- 
mens under three conditions, even though their 
presence usually indicates a renal tuberculosis: 

1. When there is a tuberculous focus in some 
other part of the body and the bacilli are excreted 
from a non-tuberculous kidney. 

2. When there is a tuberculous focus in the 
genital or urinary tract by contamination or by 
ureteral reflux. 

3. When the tuberculosis is in the upper urinary 
tract or kidney. 

Three cases are carefully reported. The author 
makes no categorical statements as to the signifi- 
cance of the ureteral tubercle bacilluria as each case 
must be decided upon its merits, and only after 
such careful study as each patient will permit is it 
possible to decide as to whether the tuberculous 
disease has involved the kidney or not. Before one 
has reached a definite decision that the ureteral 
tubercle bacilluria is due to renal tuberculosis, the 
next step, removal of the kidney, must be relegated 
to the future. Epwarp L, CorNELL. 


BLADDER, URETHRA, AND PENIS 


Squier, J. B.: Vesical Neoplasm. Am. J. Surg., 1917, 

_ Xxxi, 225. 

The author’s conclusions are based on the col- 
lected reports of various observers dealing especially 
with the incidence of benign as compared with 
malignant new-growths of the urinary bladder, 
together with the prognosis of each type following 
different methods of treatment. With one ex- 
ception, these observers are of the opinion that 
malignant tumors outnumber benign tumors of the 
bladder, and present numerical values to verify 
this opinion. Adenoma, angioma, myoma and 
sarcoma are briefly discussed. 

A considerable advance in methods of treating 
vesical malignancy is apparent by a comparison 
of Rovsing’s statistics in 1908 of 80 patients with 
more modern reports. Of his 80 patients, 54 were 
treated by ablation of the mucous membrane and 
pedicle with 7 cures after a period of five years. In 
5 patients, resection of the bladder wall and the 
tumor resulted in 1 patient remaining free from 
recurrence for one and one-half years and 1 for one 


year. Three total cystectomies gave fatal recur- 
rences within a year. 

More modern treatment of these conditions 
characterized by earlier diagnosis and more com- 
plete resections produces more hopeful results, as 
seen in Gardner’s statistics of 442 collected cases 
in which excision of the growth only is attempted, 
with 88 per cent mortality; whereas in 224 cases 
of partial resection, recurrence takes place in 43 
per cent. Here a gain of 50 per cent warrants but 
one conclusion. 

Complete extirpation of the bladder preceded 
by transplantation of ureters or nephrostomy is 
applicable only to infiltrating tumors involving 
the trigone and vesical neck. The operation is 
often a failure due to the advanced stage of the 
malignancy which contra-indicated any other 
procedure. Later deaths are usually due to renal 
infections, especially those |with colonic or rectal 
ureteral transplantation. 

The undnimous opinion regarding the treatment 
of vesical papilloma is removal by fulguration. 
Some prefer the Oudin monopolar spark while 
others favor the D’Arsonval bipolar. It is gen- 
erally believed that fulguration is only of value in 
checking hemorrhage in malignancy, while for 
papilloma it is curative. Harry CULVER. 


Wynne, H. M. N.: Observations on the Degenera- 
tion of Leucocytes in the Urine as a Diagnostic 
Aid in Tuberculosis of the Urinary Tract in Wo- 
men. Bull. Johns Hopkins Hosp., 1917, xxviii, 251. 


In 11 cases of renal tuberculosis, the tubercle 
bacillus was demonstrated in 10. Unfortunately 
the other case did not show any leucocytic de- 
generation, nor were red blood-cells seen in one 
examination. 

Acid-fast bacilli have not been found in any case 
of non-tuberculous pyuria, although numerous 
smears have been examined carefully. In all 
72 cases of pyuria were noted, in 27 of which the 
possibility of tuberculosis could not be positively 
eliminated, and these cases have not been tabulated. 
The majority of these patients were not under ob- 
servation long enough to be thoroughly studied. 

The table includes 11 cases of renal tuberculosis, 
for which nephrectomy was performed, 15 cases 
of non-tuberculous pyuria in which the possibility 
of tuberculosis was definitely eliminated by op- 
eration or autopsy, and 20 cases in which there 
was no operation, but the clinical picture and re- 
sults of treatment rule out tuberculosis. 

The voided urine from five patients contained 
well-preserved leucocytes, whereas in the catheter- 
ized specimens there were no leucocytes. 

Degenerated leucocytes in the urine are not 
pathognomonic of tuberculosis of the urinary 
tract, but a marked degeneration is strongly sug- 
gestive of this disease. The absence of degenera- 
tion of leucocytes does not eliminate tuberculosis. 
The cytological study of the urine cannot replace 
the demonstration of tubercle bacillus or animal 
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inoculation as a means of diagnosis; at best it 
offers presumptive evidence. Epwarp L. CorNeELL. 


Krotoszyner, M.: Upon the Modern Treatment of 
Bladder Tumors. Calif. St. J. Med., 1917, xv, 359. 


The author summarizes a consensus of medical 
opinion regarding the pathology of bladder tumors 
as follows: 

“Tt is generally assumed, at present, that villous 
vesical tumors as a rule are only apparently benign, 
that they may harbor a malignant nucleus and 
that originally benign papillomata may become 
malignant by metaplasia. Thus it may occur, 
most frequently, that a truly malignant growth jis 
treated like a benign neoplasm.” 

Moreover, the histological examination of tumor 
particles either eliminated spontaneously with 
micturition or in the course of bladder-irrigation, 
or obtained by intravesical application of cystoscopic 
scissors or rongeur, is often frustrated as regards 
diagnostic reliability and shorn of its value as a 
therapeutic index. By good authority it has been 
advised to consider every bladder tumor a priori 
as malignant and treat it as such. Equally radical 
surgical measures have been recommended and 
occasionally carried out in the presence of in- 
significant and pedunculated papillomata, as against 
infiltrating broad-based neoplasms possessing all 
the earmarks of malignancy. 

The author raises the question of the advisability 
of removing bladder tumors in face of the recognized 
poor end-results of radical surgery, and quotes in 


justification the reports of Guyon, Albarran, Weir, 
Casper, and Stein who observed vesical neoplasms 
that had existed from 29 to 42 years without dis- 
tressing symptoms. 

Krotoszyner reports two cases illustrating a 


similar observation. One case, aged 70, upon cysto- 
scopic examination in 1906, showed papillary car- 
cinoma and has, without treatment, except for an 
occasional attack of hematuria, suffered from no 
local symptoms and at present enjoys good health. 
In another case, aged 64, a typical broadbased 
infiltrating carcinoma was observed 15 months ago 
and the patient’s present condition both locally 
and generally remains entirely satisfactory without 
treatment. For the control of hematuria in this 
malignant case, not subject to operation, the author 
advises injections of highly concentrated nitrate of 
silver, 100 ccm. of 1:1,000 to 1:500 solution, and 
this treatment repeated every second or third day. 

In conclusion, fulguration is advised for every 
bladder tumor until lack of success has proved the 
inefficacy of the treatment. Next, excision of the 
tumor through suprapubic cystotomy should be 
considered, unless located near the trigone or in- 
volving one or both ureteral openings. ‘Those cases 
in which transplantation of one or both ureters 
would be necessary are better reserved for more 
conservative or expectant treatment, although 
Watson’s bilateral nephrostomy as a sequel to 
total cystectomy in the face of distressing symptoms 


may be indicated as preferable to a continued 
miserable existence. FRANK HInMAN. 


Kirby, E. R.: Some of the More Unusual Affections 
Involving the Deep Urethra and Bladder. 
Penn. M.J., 1917, XX, 755- 

The author makes a plea for a more thorough 
endoscopic and cysto-urethroscopic examination in 
hitherto undiagnosed conditions involving the deep 
urethra and neck of the bladder. The conditions 
mentioned which have been previously mistreated 
are lesions of the sphincter edge, such as bullous 
cedema and polypi and papillomata in various por- 
tions of the deep urethra. Particular attention is 
called to the pathology of the colliculus, where such 
conditions described as erosions, granulations, 
polypi, cysts, papillomata, and deformities of vari- 
ous types are found. I. S. Kot. 


GENITAL ORGANS 


Watson, E. M.: Prostatic Hypertrophy with Tabes. 
N. Y. M.J., 1917, cvi, 448. 

Not infrequently prostatic hypertrophy is com- 
plicated with tabes dorsalis which may not be recog- 
nized, and the presence of this complicating factor 
alters the method of treatment to be followed. In 
early tabes, definite clinical signs are frequently 
absent. ‘The presence of residual urine, frequency, 
difficulty in starting the stream, dysuria with some 
dribbling after voiding, and incontinence, is a 
picture commonly presented by either disease and 
also by the two together. It is very important that 
the proper diagnosis be made in these cases, and a 
thorough neurological and urological examination 
should be made. As to the method of treatment, it 
requires judgment and experience with both the 

spinal and prostatic bladder. With definite middle 

or lateral lobe hypertrophy, prostatectomy may be 
considered. If there is incontinence with consider- 
able residual urine for which the prostatic hyper- 
trophy seems responsible, the perineal method is the 
route of choice. If there is no incontinence the 
suprapubic should be the route of choice. For 
median bar obstruction the Young punch operation 
is advised. H. G. Hamer. 


Kretschmer, H. L.: Benign Hypertrophy of the 
Prostate and Its Treatment by Suprapubic 
Prostatectomy. Surg. Clin. Chicago, 1917, i, 811. 

The author cites a number of cases and emphasizes 
the fact that a careful examination must be made 
in all cases of urinary trouble, especially in elderly 
men, as carcinoma of the prostate is more common 
than previously believed. He also emphasizes 
the fact that time is an important factor in these 
operations and that the less time it takes to remove 

a prostate, the better the results. The method of 

operation and the preliminary preparations depend 

upon the individual patient. 

The anesthetic used also depends on the patient. 

The author uses one of the following: GG) ether; 

(2) gas-oxygen; (3) sacral or spinal. 
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A pre-operative study of each case is necessary 
for an accurate diagnosis, to rule out all other 
lesions; for a careful study of renal functions; for 
a careful, comprehensive differential diagnosis. 

These result in a better preparation of the patient, 
a smaller mortality, and quicker work. 

In conclusion the author emphasizes the fact 
that cystoscopic examination before operation, and 
control of hemorrhage following operation are two 


important factors. A. C. STOKEs. 
Judd, E. S.: Infections in Prostate Cases. Ann. 
Surg., Phila., 1917, Ixvi, 362. 


In asomewhat detailed study of a small series of 
cases, the author has attempted to ascertain, as 
nearly as possible, the part infection plays in the 
reactions which take place during the pre-operative 
treatment of patients, either by draining the bladder 
through an urethral catheter or through a supra- 
pubic opening. 

He believes that infection in the kidney is the 
most important factor to be taken into considera- 
tion, and he questions whether many of these pa- 
tients do not have a more or less chronic infection 
of the kidney from the beginning of the urinary 
symptoms. ‘That a kidney may be infected with- 
out passing organisms into the urine continuously 
the author has been able to prove at autopsy in 
several instances; during life the urine was free 
from evidence of infection, although at autopsy 
considerable evidence of infection was found. 

Three routes by which the infection reaches the 
kidney are mentioned: (1) by the blood stream; (2) 
by way of the urinary passages; (3) by the lympha- 
tics. Judd believes that the infection reaches the 
kidney by extending into the lymphatics and then 
entering the blood stream. 

The effect of the infection on the renal function 
depends on the part of the kidney involved. If 
the infection attacks the cortical part, the renal 
function may appear normal; if the infection enters 
the region of the tubules the phthalein output is 
usually greatly diminished. 

In nearly all examinations in which blood cultures 
were made in this series of cases, the cultures were 
negative. Cultures of the urine in five cases 
showed that before treatment of any kind was 
instituted, staphylococcus albus was demonstrated 
in four. Four or five days after beginning pre- 
operative treatment or after prostatectomy, all 
five cases showed colon bacilli in addition to the 
staphylococci. 

Judd draws the following conclusions: 

1. In prostatic cases a definite reaction oc- 
curs during the pre-operative treatment. In some 
cases this reaction may be due to infection in the 
kidney. 

2. Several days after the beginning of the 
treatment, or after the operation has been performed, 
in a very large majority of cases the urine shows 
a considerable number of colon bacilli. This cannot 
be due to contamination in every instance, al- 


though it is impossible to say whether it comes from 
the kidney, the bladder or the prostate itself. 

3. The infection may be walled off in the kidney 
and no organisms will show in the urine. Simul- 
taneously with any form of treatment, the infec- 
tion becomes active and the urine immediately 
shows bacteria. 

4. Colon bacillus vaccine may modify the in- 
fection, though it does not decrease the number of 
bacilli in the urine. H. L. KRETSCHMER. 


Payne, R. L., Jr.: Surgery, of the Prostate. 
M. Semi-Month., 1917, xxii, 235. 


Payne has reported a series of 55 suprapubic 
prostatectomies with one postoperative death, and 
ascribes this low primary mortality to the fact that 
he never employed either continuous irrigation or 
the indwelling catheter after the operation. Con- 
tinuous irrigation, according to the author, is a 
hindrance.to clotting in the prostatic cavity, while 
the indwelling catheter is liable to cause fatal 
embolism by producing vesical and sphincter spasm 
and thus forcing clots into the general circulation. 

Particularly noteworthy are several points in the 
author’s technique. Preliminary distention of the 
bladder before cystotomy is never practiced. The 
usual midline incision is used with the exception that 
one of the recti muscles is divided, as the nutrition 
of muscle is held to be more favorable to early heal- 
ing of the fistula than an incision in the dense mid- 
line fascia. The bladder is opened between two 
towel-clamps by means of a clean cut of the entire 
opening desired; enucleation is effected easily and 
quickly by striking the line of cleavage first in the 
roof or lateral walls of the urethra, except when 
removing the small and hard fibrous gland. In this 
case a V-shaped piece of tissue is removed by 
scissors, the area of excision extending well out to 
each lateral wall of the urethra and posteriorly to 
the rectopelvic fascia. Immediately following enu- 
cleation the cavity is packed with one large dry 
gauze pad firmly pressed into the site of the enuclea- 
tion, followed by a second pad held tightly in the 
cavity until all oozing is controlled. Hemostasis 
by these means should be kept up for at least five 
minutes by the clock. Then a cigarette drain 
three-fourths of an inch in diameter, with a large 
fluffed end, is inserted into the prostatic cavity, and 
finally the bladder and abdominal incisions are 
sutured up to the drain. 

Essential features of the postoperative care are 


Virg. 


-the following: Immediately upon return to bed one 


quart of plain warm water is given per rectum, and 
one pint every four hours thereafter. One or two 
grains of sparteine sulphate is given hypodermically 
every four hours for two days. The cigarette drain 
is removed at the end of forty-eight hours, and the 
bladder is then irrigated twice daily through the 
suprapubic fistula with a solution of hydrochloric 
acid, 1:500 to 1:250. By these means the supra- 
pubic fistula is generally closed about the fifteenth 
day after operation. 
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For purposes of anesthesia nitrous oxide is con- 
sidered preferable to ether or chloroform. The 
author is most favorably impressed with the results 
of local anesthesia (novocaine infiltration), and he 
is convinced that removal of enlarged prostates 
under local anesthesia gives the greatest margin of 
safety. In conclusion the author emphasizes the 
danger of procrastination in the necessary operation 
on the part of the family physician. The best time 
for surgery as a rule is when the lesion is first 
discovered. M. KrotoszyNEr. 


Kolischer, G., and Eisenstaedt, J. S.: A New 
Method of Anzsthesia in Prostatectomy. 
Surg. Clin. Chicago, 1917, i, 805. 

The authors state that in order to make local 
anesthetic a success, the anatomy of the region 
must be well known and the anesthesia must be 
complete. 

The periprostatic plexus is first thoroughly in- 
filtrated by way of the perineum with Schleick’s 
solution. Next the bladder is filled with a 2 per 
cent protagol solution containing antipyrin to relax 
the patient. Before operation a full dose of mor- 
phine is administered so that the patient does not 
suffer any shock when the first injection is made. 

A wide area of the skin, fascia, and tissues is 
injected so that there is no shock when traction is 
made by the retractors. Upon opening the bladder, 
traction is made on the prostate. If there is no 
pain, the perineal injection was successful; other- 
wise more solution must be injected. 

A. C. STOKES. 


Deaver, J. B.: Prostatectomy. Ann. Surg., Phila., 


1917, Ixvi, 371. 


The author considers the value of functional 
tests and cystoscopic examination; pre-operative 
treatment and a selection of cases for prostatectomy 
are given careful consideration. ; 

He has divided cases of vesical obstruction into 
three groups: 

Group 1 may be made to include those cases of 
- early prostatic hypertrophy that present few sub- 
jective signs, in which the bladder capacity is 
approximately normal with small amounts of 
infected or non-infected residual urine, a normal 
phthalein output and no serious organic defects of 
the heart or blood-vessels. Cases of this kind may 
be operated upon when the patients are acclimated 
to their hospital surroundings; when the various 
tests have been carried out and after a cystoscopic 
examination has been made without deleterious 
after-effect. 

Group 2 includes cases in a later stage of prosta- 


tism with or without marked secondary systemic 
symptoms. The residual is generally large and 
may or may not be infected. The bladder walls 
are atonic and the diminuation in kidney function is 
dependent almost entirely upon back pressure. 
Patients in this group are often fair surgical risks 
at the outset and will become excellent risks with 
the institution of proper pre-operative treatment. 
Group 3 includes cases in which a small con- 
tracted, severely ulcerated bladder gives rise to 
distressing symptoms. There is generally an in- 
fection of the upper urinary tract. The obstruction 
is frequently of the stricture variety and of in- 


‘flammatory origin, or if the obstructive factor is 


an adenomatous mass, it is usually of the horse 
collar or ball valve type. The mortality is high 
and the morbidity dependent upon operative com- 
plications great. H. L. KretscHMER. 


MISCELLANEOUS 


Walther, H. W. E.: Hematuria; Its Clinical Sig- 
nificance. N.Orl. M. & S.J., 1917, 1xx, 207. 

In a high percentage of cases, hematuria is the 
first and only symptom of malignancy somewhere 
along the urogenital tract. Hematuria is en- 
countered most frequently in cases of tumor, cal- 
culus, tuberculosis, or infection somewhere along the 
genito-urinary tract. Of 78 cases observed by 
Walther tumor of the genito-urinary tract was the 
most frequent cause of hematuria, occurring 36 
times, or in 51 per cent of the cases, of which 109, 
or 72 per cent, were carcinomatous. 

H. G. Hamer. 


Buerger, L.: New Combination Observation, 
Catheterizing, and Operating Cystoscope. 
N. Y. M. J., 1917, cvi, 347. 


In this brief article, the author describes a new 
type of cystoscope which he has been able to develop 
after much experimentation. The sheath of the 
catheterizing cystoscope has been reconstructed so 
that the same sheath which is used for catheteriza- 
tion can also be used with the operating cystoscope, 
with the result that the patient is spared the pain 
and necessity of having a second instrument intro- 
duced into the bladder after a diagnosis that requires 
intravesical operative procedure. 

A narrower deflector in this instrument became 
necessary, and the manipulation of the ureteral 
catheters is in consequence slightly more difficult. 
The author believes this feature to be of minor 
importance, considering the advantages gained in 
the use of the combination instrument. 

H. L. KrETSCHMER. 








SURGERY OF THE EYE AND EAR 


EYE 
Cosse and De Lord: Fragments of Bony Tissue in 
the Vitreous Body (Fragments de tissus osseux 
dans le corps vitré). Rev. gén. de clin. et de thérap., 
1917, XXXi, 552. 

A soldier with a penetrating wound of the cornea 
developed symptoms which necessitated enculea- 
tion. On examining the enucleated eye three 
foreign bodies were found in the vitreous which 
had all the appearance of bone tissue and were 
found to be that. There was no fracture either of 
the orbital walls, of the face or of the limbs, so far 
as could be discovered. Further inquiry showed 
that one of his comrades who was wounded in an 
explosion at his side showed multiple fractures. 
It was from this wounded comrade that the bone 
fragments had been projected into the eye of the 
author’s patient. W. A. BRENNAN. 


Tilderquist, D. L.: Prescribing Lenses After the 
Use of Cycloplegics. J.-Lancet, 1917, xxxvii, 610. 


The author states that cycloplegia is the most 
exact method possessed for determining the re- 
fraction of the eye. It happens quite often, how- 
ever, that the patient experiences discomfort from 
glasses prescribed after its use. Tilderquist be- 
lieves that the main error of the prescriber is over- 
correction. In uncorrected hyperopia the ciliary 
muscle has developed abnormally in attempting 
to carry the extra strain; when a full correction is 
given, the ciliary muscle will relax only a part of 
this added tonus and the patient experiences dis- 
comfort. In myopia, the reverse is true; the ciliary 
muscle is partly atrophied from disuse and it will 
not take up without protest the activity which a 
full correction calls for. 

In forming a true judgment as to the amount of 
the total spherical error to correct, the cylindrical 
error, in general, being corrected in full, the writer 
has found the method of Le Fever, of Philadelphia, 
extremely useful. This investigator has deter- 
mined in a very definite way the influence which 
the factor of age has upon ciliary activity. His 
tabulated results show that in hyperopia the pa- 
tient who has not previously worn glasses accepts 
a gradually diminishing percentage of his total 
error from childhood onward to the age of about 32, 
and that in myopia there is a gradual loss in the 
power of accommodation from the age of 15 on- 
ward to about the age of 35, at which latter age 
the power of accommodation has entirely disap- 
peared. For instance, a hyperope at the age of 
10 will accept with comfort approximately 80 per 
cent of the total error; at 20, 50 per cent; and at 
30, 30 per cent; the myope up to the age of 15 
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will accept full correction; at 20, about 75 per cent 
of full correction; at 25, about 50 per cent, and so on. 
In either case, if the patient has previously worn 
glasses, the calculation is based on the difference 
between the old correction and the total error as 
found under cycloplegia. 

The writer has followed this method for at least 
five years and has found it in the main very satis- 
factory. It is invaluable in cases in which post- 
mydriatic examinations can not be done. 


EAR 


Stein, O. J.: Sudden and Profound Deafness; Its 
Significance. J. Am. M. Ass., 1917, lxix, 706. 


The author does not consider such types of 
deafness as present slight or only partial impairment 
of hearing, even if taking place suddenly; nor cases 
in which profound or absolute deafness ensues 
gradually from chronic changes in or about the 
hearing apparatus. Only profound cases of deaf- 
ness which appear suddenly are discussed and 
illustrated with case reports. The following con- 
ditions are ‘mentioned: 

1. Bleeding in the middle ear in a case of perni- 
cious anemia. 

2. Hemorrhagic effusions into the labyrinth. 

3. Syphilis of labyrinth, eighth nerve or brain 
centers. 

4. Diffuse labyrinthitis. Orto M. Rott. 
Long, C. H.: The Radical Mastoid Operation; Its 

Termination with Reference to Hearing and 
Suppuration. Jllinois M. J., 1917, xxxii, 171. 


The author has reported his results of the mastoid 
operation in a series of twelve cases, with special 
reference to hearing and suppuration. 

He concluded that failure to stop the discharge 
was often due to an insufficient knowledge of the 
anatomy, a disregard or ignorance of the variations 
of type of the individual human skull, or a failure 
to make the meatal opening large enough to secure 
proper drainage and permit proper cleansing. 

Undue haste, operating without warrantable 
indications, and neglect of subsequent inspection and 
care of the ear might also cause unfavorable results. 
He states that a recurrence of the suppuration was 
more frequent when the eustachian tube was closed 
than when it was open; and that the infection en- 
tered from the external auditory meatus. 

His experience led him to feel that the radical 
mastoid operation was fully justified since the 
suppuration was cured in 100 per cent of his cases 
and the hearing was either unafiected or improved 
in 80 per cent of his cases. 
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Dench, E. B.: Indications for the Mastoid Opera- 
tion in Acute Otitis Media. J. Am. M. Ass., 
1917, lxix, 878. 

The author outlines the classic symptomatic in- 
dications for operative interference in acute mas- 
toiditis. Proper drainage of acute middle ear in- 
fection through the drum membrane effects a mastoid 
recovery with a minimum of surgical interference. 
The mastoid is a part of the middle ear, and there- 
fore every middle ear infection a mastoiditis. If 
drainage through the middle ear is insufficient, 
either on account of the virulence of the infection 
or the peculiar topography of the mastoid, posterior 
drainage must be instituted. 


The persistence of severe pain or the continuation 


of pain for twenty-four or forty-eight hours after 
incision is an indication for posterior drainage. A 
persistent high temperature or remittent tem- 
perature indicates posterior drainage. The author 
lays particular stress on recurrent tenderness, e.g., 
the initial tenderness disappears, the mastoid be- 
comes practically insensitive to pressure; in the 
course of a few days the tenderness returns, and 
is more marked at the antrim. 

The signs found on instrumental examination, 
the author believes, are the most important. It 
reveals insufficient drainage through the drum 
membrane, and discloses a bulging of the upper 
and posterior portion of the drum membrane, to- 
gether with a sinking of the corresponding adjacent 
meatal walls. Bacteriologic examination is of 


considerable importance, since the unusual forms 
of micro-organisms can be detected. The strepto- 
coccus capsulatus gives rise to most persistent 
symptoms and calls for a posterior drainage. No 
case of this sort should be considered safe. Patients 
should be under observation until the middle ear 
has returned to normal condition, hearing returned 
to the standard previous to operation, and all 
canal signs have absolutely disappeared. 

A profuse discharge lasting more than three weeks 
or a discharge which suddenly stopped is an in- 
dication for posterior drainage. A single com- 
petent incision of the drum membrane for acute 
otitis media will drain the middle ear and adjacent 
structures. The moment that it is necessary to 
repeat these incisions the indication for posterior 
operation becomes imperative. The author con- 
demns repeated incisions of the drum membrane, 
since it tends only to mask the symptoms and causes 
destruction of the deeper tissues. 

Impairment of hearing, which is persistent after 
an acute attack, vertigo and persistent nystagmus, 
usually toward the diseased side, mean extensive 
infiltration of the bony structure surrounding the 
labyrinthine capsule, and operative interference 
in all such cases is indicated. 

Localized headache or severe general headache 
are dangerous meningeal symptoms. The author 
recommends spinal puncture. X-ray is of value 
in older cases. In acute cases the radiograph shows 
a cloudy mastoid. M. A. BERNSTEIN. 








SURGERY OF THE NOSE, THROAT, AND MOUTH 


THROAT 


Loeb, H. W.: The Susceptibility to Infection Mani- 
fested by the Remains of Incompletely Re- 
moved Tonsils. Tr. Am. Laryngol. Ass., N. J., 
1917, May. 

If a portion of the tonsillar lymphoid tissue is left 
after operation, especially if it happens to contain a 
crypt, it is very much inclined to persist in statu 
quo. It may never occasion any unpleasant result, 
but it is present nevertheless with its susceptibility 
to infection, reduced though it may be. What is 
considered an atrophied tonsil usually signifies that 
the tonsil tissue has become somewhat more covered 
by the anterior pillar and has in part simply dis- 
appeared from view. 

There must be a not inconsiderable number of 
cases in which tonsillar stumps remain, even in the 
practice of the most experienced operators, and the 
author cites five cases showing infection originating 
in such tonsillar remains. 

These cases definitely show that small masses of 
tonsil tissue overlooked, or at least not removed at 
the operation, are susceptible to infection with 
remote effects similar to those which follow acute 
tonsil infections. They must have their counter- 
part in the practice of other laryngologists, and from 
his own experience Loeb believes it must be com- 
mon enough to constitute a fairly definite clinical 
entity. They present a decisive argument against 
any form of operation which does not contemplate 
the entire removal of the tonsil, especially where 
there has already been some infective processes 
originating in the tonsil. 

They suggest the advisability of following up 
cases of tonsillectomy to determine whether any 
portion remains and whether it has become a focus 
of infection. 


Watson, A. W.: Report of a Case of Carcinoma of 
the Larynx Treated with Radium. Tr. Am. 
Laryngol. Ass., N. J., 1917, May. 


A physician, about seventy-three years of age, 
presented himself November 24, 1914, with a history 
of increasing hoarseness for a year, without inflam- 
matory symptoms, pain or cough; the general health 
was good, the general history was negative. 

Examination of the larynx showed a smooth, red, 
sessile growth or swelling on the left side beneath the 
vocal cord, extending from the anterior commissure 
backward about one-half the length of the cord, and 
downward from the cord about one-half inch. It 
seemed to involve the under surface of the cord. 
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Movement of the anterior half of the cord was re- 
stricted, which caused bowing in phonation. The 
growth was sharply defined and the other parts of 
the larynx appeared to be healthy. A clinical 
diagnosis of carcinoma (epithelioma) was made. 
For obvious reasons a microscopic examination was 
not made. 

When first seen by the author the growth was 
one that could, undoubtedly, have been removed 
by laryngofissure, but in consideration of the age of 
the patient and the fact that he was in favor of try- 
ing the effect of X-ray or radium, it was decided not 
to operate. 

The radium was applied to the outside of the 
larynx: 11 milligrams radium, filtration one milli- 
meter of lead and one and one-half inches of gauze, 
for three hours. This was repeated in February 
(six treatments, 198 mg.-hours). March 1 the 
radium was increased to twenty milligrams, filtra- 
tion one milligram lead, one-half inch gauze, applied 
for three hours. This was repeated (six times, 360 
mg.-hours). March 17 forty milligrams of radium 
were used, filtration same as before, applied for three 
hours. This was repeated (six times, 720 mg.-hours). 

Various applications were made, none of them 
satisfactory, and it had to be abandoned. The 
external application of the radium was again in- 
stituted in the following dosage: 40 milligrams 
radium, filtration one millimeter lead and one-half 
inch gauze, applied five hours July and August (in 
all nineteen applications, 4,200 mg.-hours). 

September 23, about one month after discon- 
tinuing the radium, it was noted that the growth was 
apparently gone. The left vocal cord was a little 
slower in movement than the right, and the skin 
inflamed over the larynx. 

On the second of April, 1917, the patient returned 
with hoarseness, which he had noticed for a month 
or more. Examination showed a small nodule 
beneath the edge of the left vocal cord near the 
anterior commissure, the site of the old trouble. 
Radium was again used, a few days later, 40 milli- 
grams, for twelve hours. The larynx was examined 
two weeks later. The growth was found to be 
smaller, the neck inflamed. April 25, only a slight 
thickening remained. The voice was again almost 
normal. The same condition was present when 
last examined. 

From the results seen in suitable cases, and with a 
better knowledge of the dosage, better results may 
be expected, especially if the radium can be applied 
from within the larynx, which would be made easier 
by a tracheotomy. 
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